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PEDIATRICS AS A SPECIALTY IN THE 
SMALLER CITIES.* 


PRESIDENTIAL ADDRESS. 
By ALEXANDER C. EASTMAN, M.D., SPRINGFIELD, Mass. 


ALTHOUGH 
cialty, it can no longer be questioned that it is 
a specialty. The only questions that arise for 
our consideration are the type of specialty and 
the place for its practice. 

Most of the specialties, as ophthalmology, otol- 
ogy, laryngology, surgery, neurology, and also 
dermatology, and roentgenology, are so distinctly 
separate from general medicine that they have 
been recognized by the laity as distinct special- 
ties, and are thus demanded as such in small 
cities and even the larger towns. 

The close relationship of pediatrics to gen- 
eral medicine, puts it, however, together with 
obstetrics, in a class by themselves, in that they 
require, especially in their connection with gen- 
eral medicine, special study and training in 
order to be properly practised. We are early 
taught in the medical schools to look upon dis- 
eases of certain organs as distinct specialties, and 
diseases of other organs as potential specialties, 
or, in other words, branches of general medicine 
in which a physician may become more inter- 
ested and hence more skilled. Pediatrics is 
neither of these; it deals with a certain large 


* Read at a of the New Society, held 


England Pediatric 
at the Boston Library on January 7, 1916. 


proportion of the human race, whose diseases, 
mode of life and hygiene differ materially from 
the adult life, and therefore require a different 
point of view in their treatment, both in health 
and disease. A physician in general practice can 
treat children, if he first acquires, or inherently 
has, this different point of view; without it he 
cannot succeed in the practice of pediatrics. 
But even if so equipped it is impossible for the 
general practitioner to give the time to the 
small details necessary for the proper scientific 
treatment of children,—hence the specialty. 
In considering the relationship of this spe- 
cialty to the smaller city our first question is, 
What constitutes a small city? It is not mere 
numbers; it is, rather, the lack of special med- 
ical equipment. Medically a large city may be 
defined as one well equipped with medical 
schools and special hospitals, thus making it a 
definite medical center. A small city may, 
therefore, be defined as one lacking in these two 
factors. A city of 50,000 may be so isolated 
from any large medical center,and also have a 
sufficient consulting field to draw from, that it 
becomes a logical place for the practice of a 
specialty; again a city of 150,000 may be so 
overshadowed by a large medical center that 
the practice of a specialty, such as pediatrics, 
would be a dubious venture. It seems to me 
that in the present stage of pediatrics as a spe- 
cialty, it is necessary, in considering a 
city in which to practise the specialty, to select 
one sufficiently isolated that it may not be over- 
shadowed 4. large medical center, and at the 
ve a good surrounding consulting 
field. In such a community then, how does the 
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ractice of pediatrics differ from that in the 

It is needless to say that any specialty can be, 
and should be, practised in the large cities, 
which through their special hospitals and med- 
ical schools, have become medical centers. It 
is under such ideal conditions that a specialty 
can grow to its best possibilities, and it is to 
the men working in such ideal surroundings 
that we look for the scientific advancement of 
the specialties. Rare and interesting cases may, 
of course, occur in communities far distant from 
medical centers, but without the equipment and 
surrounding of these centers it is often impos- 
sible to obtain the best results and learn the 
most from these cases. 

The fundamental difference between medical 

ractice in a large city and in a small city is 
in the type of practice. In the large cities the 
specialists may safely be said to outnumber the 
general practitioners, whereas in the smaller 
cities the general practitioner is still in the ma- 
jority. It is in this latter fact that we find the 
chief difference between the practice of pe- 
diatries in large medical centers and in the 
smaller city. The diseases of children have al- 
ways constituted a large proportion of the gen- 
eral practitioner’s work, and naturally he 
dreads the possibility of losing that work. Our 
problem becomes, therefore, the relationship of 
the pediatrist to the general physician. 

Owing to the large percentage that children 
constitute in the general physician’s practice, 
the pediatrist must, of necessity, come in daily 
contact with the family physician, and he is 
obliged to become very circumspect in defining 
the limits of his specialty. The general physi- 
cian may be glad to turn over a feeding case 
to the specialist, but at the same time be very 
loath to give up a case of bronchitis. For this 
reason, although infant feeding and its prob- 
lems constitute a large part of any pediatri- 
eian's work, it is especially true in the smaller 
city, where he may even be known by the laity 
as the specialist for babies rather than for chil- 


eee of the large educational propaganda 

soncerning child welfare, people are demanding, 
more and more, special training in the physi- 
cian who cares for their children. This is daily 
making the chance for the pediatrist’s success 
much greater, but it is also complicating his 
relationship with the general physician. I 
think it can safely be said that no specialty re- 
quires more tact and patience in this respect 
than pediatrics. 

Of necessity much of the work in the smaller 
city must be clinical in character, the scientific 
research work coming to us from the medical 
centers. The educational work, however, is just 
as important, and should be carried on just as 
thoroughly in the small as in the large city. 
Pediatrics is primarily a specialty of preventive 
medicine. Our chief aim is to produce healthy 


babies, healthy children, and thus health 

adults. This necessitates a keen interest in 
municipal health problems. Proper housing 
conditions, the securing of clean milk from 
tuberculin tested cows, milk depots, instruction 
of mothers, the nursing and oversight of moth- 
ers during pregnancy, summer camps for babies 
with their mothers, playgrounds, schools, both 
the buildings and curriculum, conditions in the 
factories and stores as they relate to mothers 
and children, hospitals equipped to care for 
babies and children, and the instruction of 
nurses, especially as to the proper care of ba- 
bies: such are some of the problems which will 
come to us, and should require our active in- 
terest. Altogether the specialty covers a broad 
field, and there is a place and need for the 
pediatrist in the smaller city. 


Therapeutic and Preventive Medicine. 
THE MANAGEMENT OF GONORRHEA.“ 


By J. Detuincer Barney, M. D., F.A.C.S., Boston. 


From the Genito-Urinary Department of the Massa- 
chusetts General Hospital.] 


In discussing the management of gonorrhea, 
I shall draw largely from our experience in the 
genito-urinary clinic at the Massachusetts Gen- 
eral Hospital, where for some years we have un- 
dertaken the intensive study of this infection in 
men, women and children. I shall weave into 
my remarks certain observations which close con- 
tact with a large amount of clinical material has 
made justifiable, but which you will find differ 
from generally accepted beliefs and from what 
the text-books have taught. While it is obvi- 
ously impossible to cover the entire subject in 
the scope of this paper, there are certain points 
on which I wish to lay special stress, and which, 
as general practitioners, you may find of value 
in your daily work. ä 

The vaginitis of little girls and babies is as- 
tonishingly common. In most the gonococcus 
can be eventually demonstrated, but often only 
after many smears, stained by the Gram method, 
have been examined. Even though the specific 
organism is never found we are led to regard a 
chronic vaginitis, ing in a baby or little 
girl, and resisting a fair amount of good treat- 
ment, as of gonococcal origin. This belief is 
often confirmed by the discovery of a positive 
smear in the mother, or some other member of 
the household with whom the patient has been 
more or less closely in contact. Should the 
gonococcus fixation test of the child’s blood 
prove to be moderately or strongly positive, 


one’s doubt will also be removed, and for this 
* Read before the Springfield Medical Society, February 28, 1916. 


— 
| 
| 
| 
| 
·§W5 
| 
| 
| 
| 
dren. | 
| 
| 
| 
| 


vou. CLXXIV, No. 21] 


BOSTON MEDICAL AND SURGICAL JOURNAL 741 


reason this test should be made in all cases 
where the microscope fails to reveal the organ- 
ism. A blood test which is reported as 
positive“ or negative is of doubtful value 
under these conditions. 

Our treatment of these cases presents no 
startling innovations. Douches of potassium 
permanganate 1-5000, or of silver nitrate 1-1000, 
given by means of a small rubber catheter con- 
nected with a fountain syringe, are of value. 
Of even greater importance are daily or twice 
daily distentions of the vagina with argyrol (5 
or 10 per cent.), or protargol (1 per cent.) This 
is best done with an ordinary cone-pointed glass 
urethral syringe, the nozzle of which should be 
pressed against the vaginal orifice so as to pre- 
vent the too rapid expulsion of the injected 
fluid. The mother should be shown how to do 
this, and then be instructed to do it at home 
once or twice a day. 


Owing to the undeveloped state of Bartholin’s 
and of Skene’s glands, and of the uterus and 
Fallopian tubes, gonococcal infection of these 
structures is uncommon. For this reason, blood- 
borne metastases such as arthritis, endocarditis 
and iritis are rarely seen in childhood. Yet in 
the presence of these lesions, the possibility of 
their origin from a gon vulvovaginitis 
should not be overlooked. While some of these 
children can be cured in a few weeks, this re- 
sult can be attained in others only after many 
months of persistent and careful treatment. 

From our experience with gonorrheal urethri- 
tis in male babies and little boys (fortunately 
rare in comparison with girls) we are convinced 
that these infections are almost without excep- 
tion of venereal origin. In these children there 
is evidence of an infection of the entire urethra 
and trigone as shown by the uniformly cloudy 
urines, and the frequent, urgent, and painful 
micturition which accompanies inflammation of 
the bladder neck. In spite of this extensive in- 
fection I have never seen the complications 
which so often attack the adult male, owing, no 
doubt, to the lack of development of the gland- 
ular structures of the genital tract. While in 
little girls there is generally no indication for 
internal medication, measures which will reduce 
the irritability of bladder and urethra are of 
importance in boys. These comprise an excess 
of liquid in the form of water or of milk, to- 
gether with a urinary antiseptic, preferably san- 
dalwood oil in 5 minim doses thrice daily. 
addition to this, frequent or even daily injection 
of the entire urethra with argyrol or protargol 
should be given. The resistance of the external 
sphincter is so slight in these children that in- 
jection with a simple medicine dropper is suffi- 
cient to irrigate the entire urethra and bladder 
neck. Fortunately, the duration of the disease 
in these children is comparatively brief, gener- 
ally not over a few weeks. 

The subject of gonorrhea in the adult female 


opens a long and dreary chapter which may 


drag itself through many months, or even years. 
While the duration of the disease and its severi 
ty may be favorably influenced by early, fre- 
quent, and intensive treatment, no rosy delusions 
can be maintained. In a minority of cases the 
infection is confined to the urethra and may be 
cured in a few weeks; in most the cervical canal 
becomes infected, necessitating many weeks or 
months of local applications of tincture of 
iodine, 10 per cent. silver nitrate, or even crude 
carbolic acid. During this time the vaginal 
vault is filled with a thick, tenacious, muco- 
purulent discharge, a plug of which protrudes 
from the cervical os. In many cases n 
short of a thorough curettage of the cervix 
an application of the actual cautery will effect 
a cure. Infection of the endometrium and of 
the Fallopian tubes introduces a new, and even 
more serious chain of complications. We believe 
that infection of one tube leads sooner or later 
to that of its fellow, and that in any event a 
tube once infected may be a source of potential 
danger. For this reason, salpingectomy, gener- 
ally bilateral, is always to be regarded as a pos- 
sible necessity. In certain cases the ovary must 
also be removed, but in these cases its infection 
arises not from the gonococcus, but from pyo- 
genic organisms. In dealing with this organ, 
especially in a young woman, the conservatism 
compatible with safety must not be lost sight of. 

Gonococeal infection of Skene’s glands is fre- 
quent. It is a most stubborn complication, gen- 
erally giving rise to little or no annoyance. The 
treatment of these infected glands is often diffi- 
cult, owing to their inaccessibility. Their mouths 

lie just within the external meatus, in 

which case they can be injected only by everting 
the lips of this orifice with forceps after the use 
of a local anesthetic. They can then be injected 
with a strong solution of silver nitrate (2 to 10 
per cent.) by means ~4 an — . 
syringe equipped with a blunt-poin needle. 
In addition to this, it is our custom to inject 
the entire urethra with argyrol at every visit. 
As stricture of the urethra is by no means un- 
common in women, and as it may have the same 
pathological basis as in men (infection of the 
urethral glands) careful treatment of this struc- 
ture is an important matter. 

Despite every effort, an involvement of one or 
both of Bartholin’s glands may intervene. In 
this event, drainage of the resulting abscess is 


In to be regarded as only a palliative measure. Ex- 
acerbation of the infection is practically inevit- 


able, and the only cure of this complication lies 
in the complete removal of the gland. Meantime 
it is a source of real danger, not only to the pa- 
tient, but also to others. I have yet to see an 
infection of Bartholin’s gland produced by or- 
ganisms other than the gonococcus. 

The importance of the radical treatment of 
infections of the deeper structures of the female 
genital tract lies in the fact that they are more 
than likely to give rise to metastatic complica- 
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tions such as arthritis, iritis, and endocarditis. 
In this connection it may be said that we regard 
vaginal douches, whatever their ingredients, as 
valuable more for their cleansing, than for their 
therapeutic effect. 

As gonorrhea in the male is far more fre- 
quently seen than in women or children, a thor- 
ough understanding of its extent, and of the 
difficulties associated with its diagnosis and cure 
is of the utmost importance. 

Let me say at once that a simple urethritis, 
which affects only the anterior urethra, and 
which may be cured in about a month’s time, 
forms only about one-tenth of all our hospital 
cases of this disease. While we believe, of 
course, that the gonococeus infects only the an- 
terior urethra at the outset, we also believe that 
it invades the posterior urethra and prostate at 
an early date, generally before the patient seeks 
relief. It is undoubtedly true that bad treat- 
ment or neglect may hasten the invasion of the 
deep urethra, but, on the other hand, it is equal- 
ly true that this catastrophe may occur in spite 
of the best treatment. In other words, infection 
of the posterior urethra and prostate results 
from a bacterial progression over which we have 
little or no control. 

As it is of the utmost importance to determine 
the degree and extent of the infection in every 
case, we have adopted the following routine 
method of examination. 

A careful history is taken of the number and 
date of previous gonococcal infections, together 
with their duration and complications, and the 

resent condition is inquired into in detail. It 
is extraordinary how many stubborn cases one 
sees with a slight urethral discharge as the only 
symptom. For various reasons which I shall 
point out later it is advisable to investigate the 
urinary history, including frequency, dysuria, 
and urgency, and also any symptoms pointing 
2 past or present disease of the kidney or blad- 
er. 

The presence of a urethral discharge is noted 
and a careful inspection of the external genitals 
made. This may reveal an obscure focus of in- 
fection which has escaped the attention of both 
the patient and his physician, but which may be 
sufficient to account for the chronicity of the 
disease. I refer especially to the little false 
pockets close to, or just within, the meatus, and 
to infected urethral follicles. The epididymides 
and vasa deferentia should be carefully palpated, 
as pathological changes in their structures may 
have an important bearing on the past or pres- 
ent condition. The urethra is then calibrated 
from meatus to external sphincter, or cut-off 
muscle, for it is not an uncommon experience 
to find a stricture which gives no symptoms of 
its presence other than a chronic urethral] dis- 
charge. On the other hand, one not infrequent- 
ly sees a patient who is said to have or to have 
had a stricture of the urethra, and in whom no 
such lesion can be found. The error may be 


explained by the statement that localized spasm 
of the urethra may sometimes so closely simulate 
stricture that only the most experienced hand 
can detect the false from the true, and then, 
only when the patient is fully etherized. Cali- 
bration of the urethra is best carried out with 
a flexible bougie, or better, a bougie d boule, 27 
French in size, or as near this as the meatus 
will admit. If this instrument passes smoothly 
no stricture is present. Before asking the pa- 
tient to urinate, his anterior urethra is carefully 
rinsed out with plain water, or with a solution 
of boric acid solution or permanganate. 

presence of shreds in this fluid is then noted. 
After this the patient is requested to pass his 
urine in two glasses. As the anterior urethra 
is now clean, shreds or turbidity in the first 
specimen must come from that portion of the 
urethra lying behind the cut-off muscle. The 
second glass will be clean unless the infection 
of posterior urethra and prostate is extensive, 
or unless the entire urine is infected from a 
pathological condition of bladder or kidneys. 
In this event the third and subsequent urines 
passed will also be turbid. Without prelimin- 
ary irrigation of the anterior urethra the time- 
honored ‘‘two glass test’’ may be of no value, 
and lead to erroneous conclusions. We believe 
that the normal bladder can be infected only 
with difficulty. It is only when the bladder has 
been severely traumatized, during confinement, 
for example, or when there is residual urine 
from mechanical (diverticulum, obstructing 
prostate) or nervous (tabes) origin, that one 
should hesitate to pass a catheter without first 
giving a oer ee Therefore, in most 
cases it is justifiable to pass a small soft rubber 
catheter into that viscus. This serves two pur. 
poses; first, it shows the presence of residual 
urine, indicative of a bladder diverticulum, or 
of an obstructing prostate; second, it enables 
one to fill the bladder with the irrigating fluid. 
This being done, a rectal examination is made 
and any pathological changes noted in the pros- 
tate, seminal vesicles or ampullae. While such 
changes are of importance when found, an ap- 
parently normal condition of the structure 
named may be revealed. Gentle massage is then 
performed and in most cases a drop or two of 
prostatic and vesicular secretion can be ex- 
pressed from the external meatus. A drop of 
this is examined under the mi dried 
and stained with methylene blue, or merely 
mixed while wet with a drop of ordinary acetic 
acid. By either method, the presence of pus in 
the prostatic secretion can be detected an r- 
matozoa can be seen. The amount of pus is a 
valuable indication of the degree of prostatic 
infection. The presence of spermatozoa is an 
important finding, but their absence does not 
necessarily signify that the patient is sterile. 
Cultures of this expressed secretion are of little 
practical value. They will be either sterile, or 
show only a profuse growth of the staphylo- 
coccus. 
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While the actual performance of this so-called 
‘‘localization test” can be carried out in 5 or 10 
minutes, it enables one to say with great accu- 
racy just what structures are infected and to 
what degree. In the light of these findings in- 
telligent and efficient treatment can then be in- 
stituted. One’s opinion of the case will also be 
iargely influenced by the result of a gonococcus 
fixation test of the blood, and this should al- 
ways be done, especially in the presence of 
doubtful or negative clinical findings. A strong- 
ly or moderately positive reaction indicates the 
presence of the gonococcus somewhere in the 
body. Occasionally it may persist after the dis- 
appearance of the gonococcus and be due to the 
presence of antigens already formed. On the 
other hand, a weakly positive or negative test 
is of value only in conjunction with the clinical 
findings. If no clinical evidence of gonorrhea 
can be found after repeated tion, one 
must say that the disease is cured; if, however. 
the clinical signs are clear, treatment should be 
continued until they disappear. The question 
of cure is often one of the utmost difficulty, 
since the possible infection of a present or fu- 
ture wife is always at stake. We believe that 
the rule should always be ‘‘safety first,’’ and 
that too much rather than too little treatment 
should be given. It is our experience that the 
eure of chronic prostatitis, if no complications 
intervene, takes from three to six 
months, often longer. 

Let us now take up, seriatim, some of the 
— brought out by our routine examination. 

any smears of the urethral discharge, stained 
by the Gram method, may fail to show the pres- 
ence of gonococci. Cultures, planted on hydro- 
cele agar, may be likewise negative. Although 
positive results are rarely to be obtained from 
the discharge after the lapse of a few weeks or 
months, persistently negative results do not nec- 
essarily mean that the patient is free from gon- 
ococci. 

It is important to search for stricture, as this 
lesion will often give no-evidence of its presence 
other than a chronic discharge. In fact, it is 
the only cause, so far as we are aware, of a 
chronic anterior urethritis. It should also be 
remembered that a stricture resulting from 
gonorrhea cannot form until the lapse of at 
least three, probably five, years after the initial 
attack. There are cases in which the value of 
this evidence from a medico-legal standpoint 
may be great. In any event, it bears out our 
belief that one of the symptoms of gonococcal 
infection is a gross disregard for the truth on 
the part of the patient. 

I spoke of the infection of the urethral folli- 
cles. This may occur at any point along the 
urethra, resul in the familiar iurethral 
abscess. It is which lays the keel for the 
future stricture. Those follicles which lie on 
either side of the frenum seem to be peculiarly 
susceptible to infection. Even after the abscess 


has ruptured or has been incised, history may 
repeat itself in the form of a re-infection, not 
only of the follicles themselves, but also of the 
entire urethra. A minute fistula generally fol- 
lows and this proves to be a source of annoyance 
to the patient by its constant discharge of pus, 
and, at times, of urine. Complete excision of 
the whole infected mass is indicated. It is a 
simple procedure and if properly done will put 
an end to the difficulty at once. 

The false pocket which lies near to, or within, 
the meatus is of congenital origin. It has a 
mucous and submucous lining and while it is 
usually a mere dimple, it not infrequently will 
prove to be half an inch or more deep. The 
gonococcus will cling to this haven of refuge 
with surprising tenacity and can be ousted only 
by complete excision of the pocket. The chief 
reason for the removal of this pocket lies in the 
1 it may repeatedly re- infeet the ure- 

We have found it good practice to divide up 
to normal size (28 F.) a congenitally small (not 
admitting a 21 F. sound), but otherwise normal 
meatus, or one which is associated with the bal- 
anitic type of hypospadias. Free drainage is 
most important and a small meatus will only 
add to the chronicity of the disease. 

There are several things which one learns 
from long experience in the study of gonorrhea. 
One is that chronic urethritis, in the absence of 
stricture, generally means chronic prostatitis. 
Early and thorough treatment of this organ by 
massage is, therefore, strongly indicated. We 
are constantly seeing patients whose physician 
has regarded the prostate as normal, or has mas- 
saged for a long time without effect. It will be 
remembered that one often can detect no patho- 
logical change in the prostate or vesicles by the 
examining finger, and the microscope must be 
depended upon for the facts. If massage has 
proved to be of no value, we believe that it is 
because this procedure has been improperly per- 
formed, or carried out for an insufficient length 
of time. It must, however, be admitted that 
we occasionally see a case in which, despite all 
effort, the symptoms and signs show no improve- 
ment, even after weeks or months of treatment. 
The source of the infection must then be 
searched for in one of the unusual structures 
such as the verumontanum or the seminal vesi- 

e. 
Another thing which we have learned is that 
other diseases of the genito-urinary tract may 
antedate or intervene during an attack of gonor- 
rhea. We are constantly making discoveries of 
this nature. I recall two cases, which I have 
recently seen, of diverticulum of the bladder, 
in whom the long-continued treatment for 
chronic prostatitis was of no value. A persis- 


tently cloudy urine, and a considerable and con- 
stant residual aroused suspicions which the 
eystoscope confirmed. Removal of the diverticu- 
lum has cured both patients. 
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I have now under observation two cases of 
ureteral calculus referred to me by their phy- 
sicians for the cure of an apparently stubborn 
prostatitis, In one, there has never been a 
symptom suggestive of stone; in the other, a 
careful cross-examination brought out a history 
of vague pain referable to the right kidney. In 
both cases the cloudy urine, containing albumin, 
blood and pus aroused suspicion of a lesion 
other than that produced by the gonococcus. 
The eystoscope and x-ray clinched the diagno- 
sis. I have removed more than one tuberculous 
epididymis which became acutely inflamed dur- 
ing a gonorrheal infection and I could recite to 
you the history of several patients whose kidney 
infection, tuberculous or pyogenic, was entirely 
lost sight of during the intense study given the 
prostate and posterior urethra. 

When it is remembered that the genito-urin- 
ary tract, both of the male and female, is not 
made up of smooth-walled tubes and cavities, 
but is a series, more or less closely in contact, 
of compound racemose glands, each with a small 
orifice, it is not surprising that the gonococcus 
is so hard to dislodge. In the female, the glands 
of Bartholin and of Skene, the deep crypts lin- 
ing the cervical canal, and the narrow and tor- 
tuous Fallopian tubes; in the male, the meatal 
pockets already described, the innumerable fol- 
licles distributed the length of the urethra, the 
sponge-like prostate with its many minute ori- 
fices opening into the posterior urethra, the 
blind pocket of the verumontanum, and the ex- 
tremely complex and tortuous cavity of the sem- 
inal vesicles and ampullae with their drainage 
dependent entirely upon the small calibred 
ejaculatory ducts—all these combine to give the 
1 a foothold which may baffle the best 
of us. 

But there can be no question that, barring re- 
infection, the gonococeus spontaneously dies out 
sooner or later, leaving behind evidences of 
prostatitis and urethritis which may be per- 
petuated by other organisms for an indefinite 
period. As to the persistence of gonococci in 
the urethra, no more authoritative statement can 
be found than that of Keyes (American Journal 
of the Medical Sciences, Jan., 1912). He tabu- 
lated ‘‘the results of laboratory investigation of 
86 patients clinically cured, or nearly cured, of 
urethral gonorrhea.’’ Thirty-six were investi- 
gated by the complement fixation test, 77 by 
smear and culture. He felt ‘‘ justified in stat- 
ing that in 64 cases gonococci disappeared in 
less than a year, in 7 others with urethritis, ex- 
amined from two to eight years after the onset, 
gonococci were not found, while in 6 gonococci 
persisted from one to two years. 

„ have never seen one. . . that convinced 
me he had harbored gonococci more than three 
years.’ 

A word as to vaccines should not be omitted. 
We have tried them faithfully in both private 
and hospital practice over a long period. Vari- 


ous types of vaccine, autogenous and stock, sen- 
sitized and non-sensitized, are constantly being 
put forth, each said to be the sine qua non. All 
I can say is that not one of them has proved of 
the least value, either to cure or to alleviate the 
symptoms. Being optimistic, we are awaiting 
the appearance of some preparation which will 
actually fulfil the claims made for its predeces- 
sors. 

In conclusion let me tell you what evidence 
is demanded by the Genito-Urinary Clinic of 
the Massachusetts General Hospital for a cure 
of infection by the gonococcus. This standard 
has been agreed upon only after careful study 
of the disease as it affects children and adults. 
The patient must meet these requirements at 
least once, preferably twice or three times at 
intervals of at least two weeks and not less than 
a month after the cessation of treatment. 

In the male we require: 

1. Absence of gonococci. 
2. Gonococcus fixation test negative. 
3. Clinical evidence 
a. Clear urine. 
b. No pus in prostate or vesicles af- 
ter three examinations, or pus 
present but a negative blood test. 
In women we require: 
1. Negative gonococcus fixation test. 
2. Absence of clinical evidence in the low- 


er tract. 
3. Negative pelvic examination. 
Finally in female children we require: 
1. Absence of gonococci. 
2. Little or no pus in the vaginal smear. 
3. Negative gonococcus fixation test. 


There can be no question that the average 
general surgeon or practitioner is incompetent 
to undertake the treatment, and especially to de- 
termine the cure of a gonococeus infection of 
the urethra. By so doing he assumes a burden 
of responsibility which he has no right to bear 
and which, at a subsequent time, may work seri- 
ous harm to the patient-and through him to the 
community. Strange as it may seem, the phy- 
sieian at whose feet the blame is to be laid, 
either through ignorance or dishonesty, is rare- 
ly, if ever, called to account. We are constantly 
seeing evidences of disaster to husband or wife 
arising either from their own ignorance or in- 
difference or from a faulty, but well-intentioned, 
opinion expressed to them by the physician. 
The medical profession, to say nothing of the 
laity, is by no means yet conscious of the seri- 
ous nature of gonorrhea, of the difficulties of 
its management, or of the responsibility involved 
in pronouncing it cured. The layman is slowly 
awakening to the situation and is demanding 
better and more expert treatment and judgment. 
In the larger centres of population he can get 
this if he takes the pains; in the smaller commu- 
nities this may not be possible. 

But how is the layman to judge of the com- 
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petency of any given physician to handle his 
case! The mere fact that the physician claims 
to be a ‘‘specialist’’ by written or verbal adver- 
tisement avails nothing; in fact, he is usually 
grossly inadequate and generally dishonest. 
There are certain physicians whose professional 
reputation is such that no inquiry need 
made; others can be found out about by inquiry 
of the proper authorities. The more intelligent 
laymen (especially strangers) are now getting 
this information in many instances from the 
large public hospitals, but a better and more 
adequate scheme is here presented. As the ven- 
ereal diseases are now recognized as matters 
concerning the public health, it seems only prop- 
er that the State Department of Health should 
cobperate in seeing not only that the layman 
who wishes private treatment can get it from 
a reliable physician, but also that he should 
know where to turn for this information. The 
Public Health authorities should keep on file a 
list of such physicians throughout the State who, 
by their training and experience, and hospital 
and teaching connections, are competent to han- 
dle venereal disease. This would enable a pa- 
tient in even the most remote community to get 
in touch with a thoroughly reliable and easily 
accessible physician. To acquaint the laity with 
this plan would require an educational cam- 
paign on the part of the Public Health authori- 
ties, but its benefits to the community would 
undoubtedly more than offset the comparatively 
small expense and labor involved. 


®riginal Articles. 
OPHTHALMIA NEONATORUM.“ 
By Grorce H. THompson, M.D., F. A. C. S., Nonrn 
Apams, Mass. 


THE purpose of this short paper is not so 
much to impart new information on a subject 
already much discussed, as it is to refresh our 
memories, and stimulate us all to do our part to 
lessen the number of damaged eyes and wrecked 
lives from this preventable disease. For does 
not Parson’s charaeterization: ‘‘It is a prevent- 
able disease occurring in new-born children as 
the result of carelessness at the time of birth,’’ 
lay the odium of its appearance on the attendant 
at that time? | 

Ophthalmia neonatorum was mentioned by 
the earliest. writers: Soranus, a Greek physician, 
living A. b. 98-138, makes specific reference to 
it. Recognition of the connection between leu- 
corrhoea in the mother and ophthalmia in the 
child dates from the investigation of S. T. Quell- 
malz in 1750. James Ware, writing in 1780, 

Read .* Medical Association of Northern Berkshire, 


gives a good general clinical description, but 
does not point out that there is a relationship 
between the two. In 1807, Gibson, a Manchester 
surgeon, writing in the Edinburgh Medical 
Journal, cites definite cases establishing the con- 
nection between the two diseases, and gives spe- 


be | cific preventive instructions. These findings 


were corroborated by Whitehead in 1847. 

Much discussion pro and con followed, until 
the discovery by Neisser in 1879 of the gonococ- 
eus which, he stated, was found in the pus from 
ophthalmic eyes of infants and adults with gon- 
orrheal ophthalmia, and from the secretions of 
specific vaginitis and urethritis; this definitely 
settled the question for those who were open to 
conviction. But there remained many who at- 
tributed the trouble to dirt, soap, colds, exposure 
to sunlight, ete., with frequent disastrous results. 

That the leucorrheal discharge need not be 
profuse or recent was pointed out by Weeks in 
The Medical Record in 1886. In fact only 20% 
of mothers show acute symptoms at time of birth 
and the persistency with which the ‘infection 
lasts was shown as early as 1853, when Smith, 
writing in the Lancet, reported a case in which 
two births, separated by eight years, resulted in 
ophthalmic infants. 

The time of infection is, generally speaking, 
soon after birth, the infant blinking into its 
conjunctival sac infective material which clings 
to its eyelids. Doubtless at the time of the first 
bath there is ample opportunity for infection. 
But intra-uterine infection is by no means as 
uncommon as is held by some authorities; for 
Stephenson was able to collect 90 cases from the 
literature on this phase. It is generally believed 
that a great predisposing cause is prematurity, 
on account of lessened general resistance, and 
the thinness of the protective eye membranes. 

The wide variance of opinion regarding the 
frequency with which gonococci are present in 
these cases seems to be due to the fact that in 
some series of cases, the bacteriological examin- 
ations are made before treatment is instituted, 
and in others, not for some days afterwards. 

Another reason is the varying degrees of care 
used to differentiate it from other intra-cellular 
Gram-negative diplococci, notably the microcoe- 
eus catarrhalis. Frequently the smear shows 
what the examiner takes to be gonococci, which 
later, by growth on ordinary media, prove to be 
some other micro-organisms. It is only by cul- 
turing the pus that one can be sure, as the gono- 
cocci grow sluggishly and only on a specially 
prepared agar tube. In the American Medical 
Journal, Dr. Derby, on the basis of careful ex- 
amination made in a series of cases, states that 
51.3% of the 149 cases under consideration 
showed gonococci, and quotes Bartlett in a series 
of 70 cases as placing the percentage at 54. 
Stephenson, in 1829 cases, states that 65% 
showed gonococci. Some other micro-organisms — 
commonly found in the pus are pneumococci, 
bacterium coli, Koch-Weeks’ bacillus, Morax- 
Axenfeld diplobacillus, and less frequently, 
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streptococcus pyogenes, Klebs-Löffler bacillus, 
and staphylococcus. 

It is Fifficult at the present time to know how 
much importance to give to the so-called chla- 
mydozoa’’ or epithelial inclusion bodies, first 
discovered by Prowazek in 1907, in connection 
with trachoma, named by Greeff trachoma 
bodies, inasmuch as they have been found in 
cases of gonorrheal and non-gonorrheal econjunc- 
tivitis, as well as in normal conjunctivae. At 
present their significance is, to say the least, 
not understood. Stephenson thinks they play 
a considerable réle in cases that give a negative 
smear, which vary from 15% in his series, to 
as high as 46.6% in Auge’s series of 166 cases, 
mentioned by Stephenson. 

Before taking pus for a culture or smear it 
is well to remove the encrusted pus from the 
eyelids, wash out the conjunctiva, and then wait 
until fresh pus has accumulated. In this way 
there is less danger of getting a mixed culture. 
Unless there is someone to hold the child, so 
that the examination can be thoroughly made, 
it is best to administer a few whiffs of a general 
anesthetic at the first examination, so as to make 
sure of the condition of the cornea. 

Those familiar with the great difference in the 
virulence of the disease in the infant and in the 
adult find it probable that the mother confers 
a strong degree of immunity upon the child. 
Although the results of the examination of the 
blood for the complement fixation reaction for 
gonorrhea in 23 cases were negative, excepting 
in two, it is hard to assign any other reason for 
the relatively mild course it takes in the infant; 
it being difficult to agree with Dr. Theobold, who 
considers this to be due to the fact that the infec- 
tion causing the ophthalmia in the infant has 
long been latent and is now not very virulent; 
whereas in the adult the inoculation is more apt 
to occur during the height of an attack of ure- 
thritis, when the infective power of the discharge 
Is greatest. 

The result of the examination of the blood 
for the Wassermann reaction does not seem to 
bear out Dr. Stephenson’s idea that in many 
cases in which there is a negative smear, the dis- 
charge is a concomitant sign of congenital syphi- 
lis, for in only one of the 22 examinations made 
at the Massachusetts General Hospital Labora- 
tory was the reaction positive, and that was in 
a case that was obviously syphilitic. 

The signs presented by the disease depend to 
some extent on the severity of the infection and 
the number of days that have elapsed since its 
onset. Ordinarily it starts from the second to 
the fifth day after birth; cases occurring before 
the second day are due to intra-uterine infec- 
tion, and those after the tenth day to secondary 
infection. 

We are all familiar with the redness of the 
edges of the eyelids accompanied by a thin serous 
discharge and swelling of the palpebral con- 
junctiva. The discharge soon becomes purulent 


and the lids tremendously thickened and bulg- 
ing. The great danger lies in corneal infection. 
This oftenest has its direct start from trauma- 
tism, from the fingers either of the infant or the 
attendant, or from pressure from the shortened 
and heavy lids against an often immature struc- 
ture weakened because of the strangulation of 
its nutrition. There may be, (a) a general 
corneal haze that clears up; (b) slight abrasions 
of the corneal tissue that respond to mild meas- 
ures, as tincture of iodine; (e) ulceration with 
corneal rupture and prolapse of the iris and 
retention of some vision; (d) extensive ulcera- 
tion that resists treatment and results in per- 
manent opacities. 

Dr. Theobold thinks that ulceration always 
means a mixed infection. In regard to the com- 
plications Dr. Stephenson states that they are 
the same as those of gonorrhea. Arthritis is the 
most common, and is often an expression of 
general sepsis, as are meningitis and endocardi- 
tis. 


Those who have attempted to treat the disease 
at home, will be heartily in accord with Dr. 
Derby’s emphatic statement that unless it is fea- 
sible to have in the house a trained nurse and a 
competent woman to follow out her instructions, 
a specially reserved ward in a hospital is the 
proper place for treatment. His results have 
been so remarkable that it seems to me there 
can be no argument on this point. True it is, 
that infants thrive better when breast fed, and 
that frequently mothers cannot accompany their 
infants to the hospital; yet when they are fed 
along lines laid down by a pediatrician the 
mortality results compare most favorably with 
general mortality of infants; in Dr. Derby's 
series of 124 cases followed up for one year, the 
mortality was 80-1000 against a general infant 
average in Boston of 103-1000. Skilful and con- 
scientious nursing is the sheet anchor in getting 
these cases cured quickly. | 

The treatment, to be successfully carried out, 
demands the services of a skilled attendant day 
and night for at least the first few weeks. The 
child’s eyelids should first be wiped dry, and 
warm saturated boraeie acid or normal saline 
solution used to cleanse thoroughly the conjunc- 
tival sac. This may be done by squeezing the 
warm fluid from pledgets of absorbent cotton. 
This should be done frequently enough to keep 
the eyes free from pus, (providing it is not so 
as lower — child’s 

isturbing its sleep, or by causing regurgitation 
of its food). Where the secretion is profuse it 
may be necessary to give this treatment every 
half hour, whereas in other cases every three 
hours will be sufficient. After the washing out, 
it has been my practice to anoint the lids thor- 
oughly with sterile vaseline. Every three or 


four hours a drop or two of 25% argyrol, or 
4% protargol, freshly prepared, should be used. 
The use of undines or syringes for irrigating 
the conjunctival sac seems to me to be adding 
In fact, the 


danger without possible benefit. 
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less the eyes are handled the better. To avoid 
as far as possible traumatism from the infant’s 
fingers, its arms should be confined so that it 
eannot reach its eyes, and the doctor should in- 
struct the nurse to keep her nails closely 
trimmed, to lessen the danger of her abraiding 
the cornea. For her own safety she should wear 
goggles and frequently thoroughly cleanse her 
hands. To some this may seem unnecessary ad- 
vice: it is, however, important, since many 
nurses have never seen a case while in training. 

Frequently, short eyelids cause pressure 
against the cornea; this condition should be re- 
lieved by canthoplasty. My experience has 
taught me that the dropping in of argyrol or 
protargol solution is followed by much better 
results than is the eversion of the eyelids and 
the application of the solution directly to the 


palpebral conjunctiva. My personal belief is Medical 


that many corneas are traumatised by this pro- 
cedure, and if it is done at all it should be by 
an oculist. Nor do I believe that the use of a 
solution of nitrate of silver is nearly so effective 
in the treatment of this disease on account of 
its irritating properties, as are the above men- 
tioned solutions. It has no part in the treat- 
ment as carried out by me. Also it does not 
appear that iced compresses, formerly so much 
used, have any value; and how solutions of at- 
ropine in cases of corneal involvement do good 
I fail to understand. The same is true of esser- 
ine, which Stephenson recommends. Hot appli- 
cations in conjunction with the regular treat- 
ment seem to help in clearing up the corneal 
haze, and the application of carbolic acid or 
tincture of iodine is often of service in slight 
abrasions; but if the ulceration is at all exten- 
sive a general anesthetic should be given and 
the ulcer treated surgically, either by cauteriza- 
tion or by Saemisch’s section. Frequently later 
in the disease the discharge becomes thin and 
watery. In this condition it has been my ex- 
perience that less frequent treatment, and great- 
er efforts to improve the child’s nutrition are 
indicated. Sometimes the substitution of zine 
sulphate or tannic acid for the organic silver 
salts hastens the cessation of the discharge. The 
use of vaccines or sera, except in cases of strep- 
tococeus, pneumococeus, or Klebs-Löffler infee- 
tion, has not proved very successful. I do not 
know of anyone who uses them except in con- 
Junction with the regular treatment. Offret, who 
probably has had the greatest experience with 
them. cautiously advises their use along with 
Irrigations and other local treatment. | 

Dr. Stephenson in a recent personal commu- 
nication says: In the treatment of an ordinary 
case of gonococcal ophthalmia, I employ argyrol, 
15% to 25%, dropped between the eyelids two 
to six times a day, according to circumstances. 
Only in case this fails do I still employ a 2% 
solution of silver nitrate, applied directly to the 
everted eyelids, first carefully freed from secre- 


tion. I am under the impression that argyrol is 


a bactericide so far as gonococci are concerned, 
although I cannot for the moment quote experi- 
mental authority for that statement. I now use 
liquid paraffin abundantly in these cases, and 
am convinced that it is of service. The most 
severe type of so-called ophthalmia neonatorum 
that I ever see is associated not with gonococci, 
but with streptococci. Even pneumococci cases 
may be very severe, and lead to loss of the eye. 
Usually, they are mild here in London. I have 
on occasion seen amicrobic cases of a severe na- 
ture, but that is rare. Finally, as to detergent 
lotion, I nowadays limit myself to some mild 
and non-irritating fluid, such as saline 1.4% or 
ordinary boric lotion.“ 

Regarding the value of argyrol in these cases 
there is considerable difference of opinion. Dr. 
Derby, in his recent article in the American 
ical Journal, says, I believe that in the 
acute stages of the disease a mild remedy is 
indicated. The high specific gravity of argyrol, 
25% (in the neighborhood of 1.070), may be of 
value in its cleansing action; it is surmised that 
it tends to float the pus out of the hollows of the 
conjunctival sac. A manifest advantage of such 
a solution, and one to which I have not seen ref- 
erence, is the early warning given of a break in 
the corneal epithelium by the immediate stain- 
ing of the area involved.’’ 

I have always been well satisfied with the re- 
sults obtained from its use in suppurative con- 
ditions about the eye, despite the fact that many 
laboratogy men think lightly of its germicidal 
properties. The manufacturers of argyrol, I 
find, lay no stress on its bactericidal properties, 
claiming that inflammation is a complicated 
pathological process, and the activity of bacteria 
is but one feature thereof; and that to eliminate 
the inflammation, no drug that has mere bac- 
tericidal powers can have the therapeutic prop- 
erties of argyrol, which has so many attributes 
that are effective in removing inflammation. 
Continuing, they maintain that it is strictly in 
accordance with the scientific and practical 
status of the matter today to state that the best 
informed surgeons attribute little, if any, value 
to mere bactericidal data in their determination 
of the clinical value of a drug. In support of 
their assertion they point to the fact that aceto- 
zone, which in laboratory tests kills all and any 
bacteria in a few seconds, has no clinical value 
in cases attended with the activity of bacteria. 

In discussing the progress of the disease, Dr. 
Stephenson states that it usually becomes bilat- 
eral. However, in the series of cases reported 
from the Massachusetts Charitable Eye and Ear 
Infirmary by Dr. Derby, 23% were unilateral; 
and this authority adds, as proving the great 
desirability of constant watchfulness on tke part 
of the nurse, ‘‘Not one became bilateral after 
entrance to the hospital. The only precaution 
taken was to have the child lie on the affected 
side. 


Regarding the final outeome, Dr. Stephenson, 
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after reviewing a large series of these cases, 
says that, speaking generally, probably one in- 
fant out of every ten loses one or both eyes, 
while in 25% of cases the cornea is affected. 
Taking results in general, Dr. Stephenson's fig- 
ures probably are as liberal as the facts merit. 
While it is obviously unfair to compare hos- 
pital results with those obtained by men treating 
eases in homes where skilled assistance is in 
many cases lacking, yet one is scarcely prepared 
for the vast difference in results as shown by 
Dr. Cheney’s paper on ‘‘The Control of Oph- 
thalmia in Massachusetts.’’ In ten cities, Bos- 
ton not included, there were in 1909, 147 cases 
of ophthalmia neonatorum known to have oc- 
curred. It is probable that these figures do not 
represent the entire number. Of these cases, 
the treatment was investigated in 104 with the 
following results: ‘‘Thirty-two were treated in 
hospitals, 11 by oculists without the aid of any 
nurse, 14 by obstetricians, one at a city farm 
and one unknown. Private physicians, attend- 
ing births, were not only responsible for 85% 
of the above severe cases, but they also endeav- 
ored to cure 43%. Out of 61 registered physi- 
cians in eight of these cities, each of whom was 
confronted at least once during 1909 by a case 
of ophthalmia neonatorum, 39, or over 64%, 
neither asked at any time for expert help, nor 
yet transferred these cases to any hospital, but 
invariably tried their inexpert hands at restrain- 
ing the disease which they failed to prevent. 
Their methods and results are as follows: If 
the parents could and would pay enough, these 
39 treated the baby at home. If the parents 
could or would not pay sufficiently, these 39 
only treated the baby when brought to the office. 


In one way or the other, they treated 44 gonor- e 


rheal or probably gonorrheal cases; and they 
saved on an average not quite one baby’s eyes 
apiece. But the sight of nine babies they did 
not save, and of these nine they lost by death, 
three. For these physicians the best that can 
be said is, that they reaped the result of their 
own laxity in 20% of their eye cases; or in other 
words, they failed to prevent blindness in every 
fifth case. In comparison with the above results 
in ophthalmia neonatorum treated by the gen- 
eral practitioner, let us take the results of those 
treated by the oculist. Among 116 babies 
treated in the same year (1909) at the Massa- 
chusetts Charitable Eye and Ear Infirmary, 
only six became blind and all of these were 
brought to the Infirmary after ulceration of the 
cornea was well established.” 

My experience has taught me that it is unwise 
to give a definite prognosis in these cases. I 


in another infant, whose nutrition we seemed 
unable to keep up, the disease ran a long course, 
and after the discharge had ceased the baby 
developed meninigitis and died. Experiences 
like these make me think it is not good judgment 
to state that these cases all recover with normal 
eyes provided they have skilful nursing, even 
when this ineludes far more than the careful 
cleansing of the eyes and the application of the 
different remedies, for the judgment to know 
when not to treat them, is as important as is the 
ability to treat them. 

Before the case is discharged two negative 
smears should be taken, at intervals of 48 hours; 
for the fact that gonococci have been found in 
the conjunctiva 25 days after the eyes were 
apparently well, and 60 days after the onset 
of the discharge, shows the importance of bac- 
teriological examination before these babies pass 
out of observation; doubtless the failure to do 
this must account for many recurrences. Until 
the identity of the micro-organism causing the 
discharge has been established bacteriologically, 
all cases should be treated as if due to gonococci, 
for the fact that many doctors are inclined to 
wait until the report from the laboratory 
clinches the diagnosis, before establishing a 
nurse in care of the case, is one great cause of 
damaged eyes. Moreover, the treatment which 
will prevent a gonorrheal case making headway 
is also the proper treatment for other cases. In 
cases where pneumococci, Klebs-Löffler, or strep- 
tococci are found, vaccines are combined with 
the other treatment, in which case they often 
produce brilliant results. 

To show the importance of a thorough bac- 
83 examination the following case is 
ited: 


A few months ago I was called in consultation 
to see an infant eight days old who, since the fourth 
and fifth days, had a discharge from the eyes. Clin- 
ically, it looked like gonorrheal ophthalmia neona- 
torum. The diagnosis was more probable from the 
fact that the father confessed to a gleet and that 
the practical nurse was then under the care of a 
physician for gonorrhea. To clinch this diagnosis, 

e sli showed numerous micro-organisms re- 
sembling gonococci. Consequently I recommended 
the case to be immediately sent to the Massachusetts 
Eye and Ear Infirmary. This was done within a 
few hours. There it was found that the micro- 
organisms grew rapidly on ordinary ia 
were, therefore, not gonococei; the eyes were 
well in ten days. 


It seems to me that it should be made plain 
in the literature sent, not only to doctors, mid- 
wives, and nurses, but also to prospective 
mothers, that only 50% to 65% of the cases of 


sore eyes in babies are due to gonococci. This 


will, as Dr. McColl states, make it easier to re- 
port these cases, since there will not be the same 
tendency to conceal them from a sense of shame. 
On the other hand, many doctors who in their 
private practice have had cases of conjunctivi- 


—v:2 
had practically ceased and who was keeping its ) 
eyes open for longer periods each day, (a sup- 
posedly strong indication that it was progressing 
favorably). Just a few days before I thought 
I could discharge it as cured, it had a corneal 
ulcer develop which left a damaged eye. Again, 
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tis in infants that got well in a few days, have 
an idea that all have the same aetiology and are 
quickly cured, and so neglect to call in skilled 
assistance until, in cases due to gonococei, it is 
too late to prevent serious damage. 

Boards of health and commissions for the 
blind are, I think, prone to forget that these 
eases are comparatively uncommon and that 
busy practitioners are, unless their memories 
are refreshed by the frequent receipt of litera- 
ture, apt to overlook their terrible importance. 

The prevention of these cases is at once so 
important and so simple that it should engage 
the attention of every physician. Since Crédé’s 
announcement in 1880 that a 1% solution of 
nitrate of silver dropped in the child’s eyes 
shortly after birth prevented this disease, there 
has been no excuse for its appearance. In 1880, 
just before and just after the application of this 
newly discovered preventive measure, per- 
centage of ophthalmia fell from 7.4%, that is, 
14 cases out of 137, to one case out of two hun- 
dred, that is, one-half of 1%, and im this case 
the disinfectant had not been used. Later Crédé 
reported 1160 births during the 1880-1883 
with only one case. The report the Sloane 
Maternity Hospital, New York City, is even 
more remarkable, showing that in 4660 births 
during a period of 6 years in which Crédé’s treat- 
ment was carried out, no cases of ophthalmia 
developed. The figures tell their own story: that 
if the drops are properly used, and the child 
and mother cared for in a cleanly way, there 
will be no ophthalmia and consequently none of 
the terrible misery, suffering, and sorrow it 
leaves in its wake. No valid objection against 
the use of prophylactic drops can be sustained. 
It sometimes causes a mild conjunctival catarrh, 
but this soon subsides and is of no consequence. 
Cases of injury to the cornea or conjunctiva 
that have been reported have occurred only 
when very strong solutions were used with force 
and awkwardness. One per cent. solution ni- 
trate of silver, when properly used, does nothing 
but good and it should be employed at every 
birth. Many other solutions are used as a pro- 
phylactic, notably argyrol, protargol and bi- 
chloride. The results from their use have been 
very gratifying, but as nitrate of silver abso- 
lutely prevents the appearance of the disease, I 
see no reason for giving it up, nor do I think it 
good judgment to disseminate the idea that any 
antiseptic solution is a sure preventive. 

In many states there are now laws which, if 
enforced, will stamp out the disease. 

In 30 states it is necessary to report babies’ 
sore eyes to the board of health. 

In 11 states local health officers are authorized 
and required to secure medical attention for 
uncared-for cases. 

_In 5 states a reporting law is printed on the 
birth certificate. 

In 4 states only are births reported early 


enough to be of assistance in the prevention of 
blindness. 

In 9 states question as to whether precautions 
have been taken against ophthalmia neonatorum 
is included on the birth certificate. 

In 12 states free prophylactic outfits are dis- 
tributed to physicians and midwives. 

In 6 states the use of a prophylactic is com- 
pulsory. 

In 19 states popular educative literature is 
sent out by state boards of health. 

From the foregoing it will be seen that the 
states are far from having standardized legis- 
lation, for in no state do we find all the desired 
provisions existing, while in some no preventive 
legislation is enacted. 

In Massachusetts the health authorities are 
greatly aided in their work by the efficient and 
enthusiastic assistance of the Commission’ for the 
Blind, and in the larger centres by social service 
workers as well. What enforcement of the laws 
has produced is shown by the latest report of the 
State Board of Health, which states, ‘‘In the last 
three years the campaign carried on by the state 
board of health in eoöperation with the Commis- 
sion for the Blind has reduced the number of 
eases of blindness from this cause 50%.”’ 

The value of sending literature and of the 
prosecution of doctors and midwives, derelict in 

ing, is clearly shown by Massachusetts 
statistics. In 1910 there were only 377 cases 
reported. In that year, however, several prose- 
cutions were successfully conducted, and in the 
following year 2600 cases were repo In 
1912 there were 573 cases investigated; 22, or 
3.8% ended in blindness. In 1914, 400 cases 
were investigated; of these 12 or 0.85% ended 
in blindness. 

So soon as local boards of health assume ade- 
quate investigation of these cases the state board 
does not come into their territory. This ac- 
counts for the decreasing number of cases in- 
vestigated. The City of Boston, for example, 
which accounts for approximately 100 cases a 
month, investigates its own. 

The following is what this state, which leads 
all others in preventive legislation, provides for 
the prevention of this malady: 

1. Notification of birth in 48 hours (on this 
blank is a printed notice stating that ophthal- 
mia neonatorum is reportable). In some cities 
this notice is not printed on birth notification 
ie should be in all. 

. Use of an approved preventive in every 
Lying-in Hospital. 

Immediate reporting ours) physi- 
cian, nurse, or hospital of ophthalmia cases. 

5. Lying-in hospitals must report to State 
Department of Health uncured cases leaving 
hospital. 

6. Authorization of boards of health to deal 


with such cases. 
7. State officers must advise with local 
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boards of health and follow up cases reported, 
so as to ascertain the treatment that is being 
used, a definite standard now being required. 
Consultation with an oculist and the services of 
a trained nurse are necessary in serious cases. 
In addition to the above I feel that it should be 
obligatory for all doctors, nurses and midwives 
to use a prophylactic at the time of birth re- 
gardless of the wealth or social standing of the 
parents. 

In New York State, where the National Com- 
mittee for the Prevention of Blindness is actively 
engaged in giving publicity to the cause and pre- 
vention of the disease, the percentage of inmates 
in blind schools from this cause has fallen from 
24% in 1910, to 15% at the present time. 

The committee appointed by the American 
Medical Association under the direction of Dr. 
Allport is doing yeoman service, distributing lit- 
erature and giving lectures in large centres to 
present to large audiences this important subject 
and so influence public opinion. This will make 
it easier for health officers to demand reports 
and provide means for the treatment of these 


cases. 

The hue and cry against midwives as the chief 
offenders is not borne out by the reports. In the 
fourth report of social service work at the Mas- 
sachusetts Charitable Eye and Ear Infirmary 
one reads: ‘‘The most unexpected finding in 
our four years’ study has been the fact that the 
doctors and not the midwives are responsible 
for blindness from ophthalmia neonatorum. So 
far as our figures show, however, this is not be- 
cause midwives have been careful while doctors 
have been careless, but because the midwife has 
appeared very little in our figures. Out of 388 
eases under observation a midwife attended the 
birth in only 10 cases. 

In New York State 40% of the births are 
attended by midwives, yet only one-third of the 
cases of ophthalmia occur in cases under their 
supervision. (These figures are difficult of be- 
lief but are taken from authentic sources). In 
Massachusetts it appears that there are compar- 
atively few midwives. Inquiries made on this 
point of two well-informed men brought the 
answer that there were between 300 and 500. 
In New York City on the other hand, there are 
1382 registered and they officiate at one-half the 
births. In Chicago 86% of births are reported 
by midwives. (Reporting of births in Chicago 
is said not to be satisfactory). 

In some states (too few) it is necessary for 
these women to be registered, and in this con- 
nection The Metropolitan Life Insurance Com- 
pany has issued an educational leaflet entitled, 
Mother, Baby and Midwife,“ which warns 
prospective mothers against untrained attend- 
ants. In England midwives are compelled by 
law to use a prophylactic in every case; failure 
to do so revokes their license. In London, in 
62 cases investigated by Dr. Stephenson, 37 were 
delivered by doctors; in 162 cases investigated 


by Mayo, 90 were delivered by doctors. Mid- 
wives should in every state be compelled by law 
to pass some practical examination before they 
could be registered. Those so registered would 
soon weed out the inefficient by reporting them. 
They should in all states, as they now are in 
some, be instructed in the way to use prophylac- 
tic drops. It seems to me folly to ignore them 
and unjust to prosecute them without first edu- 
cating them. The majority of them are amen- 
able to kindly advice. 

The manufacturers of proprietary medicines 
get us to prescribe their remedies by constantly 
calling our attention to their virtues (7). The 
board of health might well take a lesson from 
their persistence and send prophylactic sets not 
annually but monthly. I am informed that not 
nearly all the yearly appropriation for that pur- 
pose is used. Also it would be well to send men 
to medical societies in the smaller centres to 
elucidate the laws, for although the number of 
cases occurring in country practice is relatively 
smaller than in cities, yet the results obtained 
in the treatment of these cases are shockingly 
bad. Moreover, the scope of our educative work 
might with profit be vastly enlarged. Inform 
the poorer classes by sending frequently litera. 
ture written so plainly that the most ignorant 
would understand. Here is a wonderful field of 
service for women workers. Tactful women vis- 
iting homes and holding small intimate meetings 
among those of the poorer classes to whom the 
cause and prevention not only of this, but of 
many other diseases could be explained, would. 
in my opinion, do a great deal of good. The 
payment of such workers in the small as well as 
in the large centres would prove a profitable in- 
vestment for state funds. 

When we consider that the extra cost of edu- 
cating a blind child approximates $3000, and 
that the estimated earnings of a blind person 
are only one-half those of a seeing person (tak- 
ing the earnings of a seeing person for 35 years 
at $17,500), we are forced to conclude that the 
loss to the community for each person blind 
from childhood must, including the special edu- 
cation, be in the vicinity of $12,000. This 
amount would pay the salary of a capable wo- 
man for 14 years. But the good she would ac- 
complish by raising the standard of health and 
happiness in poor homes cannot be represented 
in dollars. Printed postal cards addressed to 
the social service worker could be distributed to 
doctors, making it an easy matter for them to 
notify her where her services were needed; and 
in addition to this, doctors signing birth certifi- 
cates could indicate that a nurse should call at 
this home. Moreover, to have the social service 
worker follow up the parents of ophthalmic in- 
fants for the purpose of eradicating the causal 
diseases is an activity promising most important 
results. | 

The prevention of ophthalmia, as in many 
other preventable diseases, is a matter of edu- 
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cation. New laws safe-guarding health will, 
each year be added to our statutes, but they will 
be dead letters unless we, who are expected to 
be leaders in the prevention as well as cure of 
disease, are enthusiastic in friendly suggestions 
regarding them. 

In Massachusetts we are justly proud of our 
record regarding the effectiveness with which 
the laws pertaining to ophthalmia are enforced. 
In the 1915 report of the Commission for the 
Blind, Mr. Henry Copley Green, field agent for 
conservation of sight, points out that in 1908, 
7 children, or 5% of all the newly blind in this 
state, were so from ophthalmia neonatorum, 
while in 1915 the number was reduced to one, 
or to one-half of 1%. He adds that even if 
the state inspectors had done nothing else, their 
work against this disease has saved more than 
the total of their salaries. 

The effect of nation-wide work in this disease 
is shown by the reduction in the number of blind 
children entering schools, from 25% in 1912 to 
15% in 1915. The reporting by number, to the 
state boards of health, of syphilis and gonor- 
rhea, the free examination of blood for the Was- 
sermann reaction, and the free distributing of 
salvarsan, are forward steps which to some ex- 
tent will lessen the number of ophthalmia cases. 

It should be remembered that local boards of 
health have absolute power regarding the care 
of these cases; this should be an added reason 
for the appointment to these boards of men 
alive to their responsibilities. 

In conelusion the writer would state that this 
paper does not in any way pretend to be an ex- 
haustive study of this subject. In his private 
practice of 17 years he has had opportunity to 
treat 30 such cases. His observation of the“ 
treatment used and results obtained in this dis- 
ease in other hospitals leads him to believe that 
in the Gardner Ward of the Massachusetts Eye 
and Ear Infirmary infants so afflicted are 
ideally cared for, and he believes that all cases 
occurring in this district should be sent there. 

Much of the material for this paper has been 
taken from Dr. Stephenson’s Middlemore prize 
essay on ophthalmia neonatorum, his article in the 
Practitioner, September, 1914; Dr. Derby’s ar- 
ticle in the American Medical Journal, October, 
1915; standard text-books on ophthalmology, the 
reports from different state boards of health and 
commissions for the blind, as well as personal 


communications from several oculists. To all 
of these I wish to express my indebtedness and 


thanks. 


- THE PROBLEM OF RINGWORM IN 
CHILDREN. 


By E. L. Ottver, M. D., Boston. 


In considering the problem of ringworm in 
children, I am going to confine myself to ring- 
worm of the scalp, because ringworm elsewhere 
on the body is usually of short duration and 
easily treated by simple methods. 

Ringworm of the scalp, with rare exceptions, 
is a disease seen only in children, therefore its 
proper treatment and control should be of in- 
terest to this society. Ringworm of the scalp is 
caused by the growth of certain moulds or 
fungi in or around the hairs. It is a highly 
contagious disease, so that it is not uncommon 
to find several cases in one family. 

There are two main varieties of fungus caus- 
ing ringworm of the scalp, the small spored, 
Microsporon Audouini, and the large spored, 
Megalosporon Endothrix. 

Each of these two varieties has its own char- 
acteristic growth on artificial culture media. 
Furthermore, ringworm produced by the micro- 
sporon can usually be differentiated clinically 
from that produced by the megalosporon. In the 
former the patches are usually single or few in 
number. Each patch is round or oval, rather 
sharply defined at the borders, and covered 
with short, broken-off hairs, covered with small 
grayish scales, so that the hairs themselves, as 
well as the skin, appear gray. In ringworm 
produced by the megalosporon endothrix, the 
patches are apt to be multiple, much more ir- 
regular in outline, less sharply defined at the 
borders, and often there are a few apparently 
normal hairs persisting throughout the patches. 

As the principles of treatment of these two 
varieties of the disease are the same, I shall con- 
sider them together. Not infrequently cases are 
seen in which the diagnosis of ringworm can 
be made only with the aid of the microscope. 

The older methods of treating this disease 
consist of : 

1. The application of antiseptic fungicidal 
drugs in ointment or liquid form. 

2. The use of irritating applications, such as 
croton oil, to cause inflammation and suppura- 
= about the hair follicles, so as to loosen the 

airs. 

3. The extraction of the diseased hairs with 
forceps, or by other means. 

The use of fungicidal drugs is, of course, an 
attempt to cure the disease by removing its 
cause. 

The use of irritating 22 was sug- 
gested by the observation that the more inflam- 
matory type of the disease was usually of short- 
er duration than the type with but little in- 

tion. 

The extraction of the diseased hairs is an at- 
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tempt to remove as much as possible of the in- 
fective agent. 

These methods of treatment have been used 
for many years. Let us see with what success. 
In Paris, where all children with ringworm of 
the scalp are segregated in a hospital school and 
kept there until cured, up to 1903, the average 
duration of the disease was two years. In Lon- 
don the disease is generally supposed to be of 
shorter duration, but this belief is probably due 
to less care in determining whether or not the 
disease is cured, for in 1909, mark this state- 
ment, 186 children were given medical certifi- 
entes stating that they were cured of ringworm, 
and in 179 of these, the microscope revealed 
ringworm fungus.’ In other words, less than 
4% of these children presenting medical certifi- 
cates of cure, were in reality cured. Could any 
evidence be more conclusive as to the inefficacy 
of the usual methods of treating ringworm ? 

An editorial in the Journal of Cutaneous Dis- 

2 states that Sabouraud. in 1896, after four 
years of exhaustive research upon the ringworm 
fungus in its clinical aspect, as well as in the 
laboratory, came to the conclusion that no 
known treatment would cure ringworm of the 
scalp, because even if the chemical nature of 
the antisepties be varied, their physical power 
of penetration is scarcely altered. Whether in 
solid, liquid or gaseous form, the same mechan- 
ieal obstacle is encountered, which no one of 
these agents is able to overcome. The root of 
the hair is inaccessible to external antiseptics.’’ 

You may ask why it is that removing the dis- 
eased hairs with forceps does not cure the dis- 
ease? The answer lies in the fact that many 
of these hairs are made so brittle by the disease 
that, with slight traction, they break off, leaving 
their infected roots behind. 

MacKee and Remer.“ in a recent article, em- 
phasize the inefficacy of the older methods of 
treatment. They believe that in New York City, 
in affected children, the disease usually re- 
mains more or less active until puberty, when it 
disappears spontaneously. 

These statements certainly seem to show that 
the older methods of treating this disease were 
far from ideal. What, then, is the new method 
of treatment, and what results have been ob- 
tained by it in recent years? 

The new method is treatment by means of 
x-rays. In truth, it is not very new, having 
been used in Paris as a routine measure for the 
past 12 years. 

To go back, it was after Sabouraud’s pessi- 
mistie statement, quoted above, that he made a 
wide search for some agent capable of causing 
temporary baldness. He experimented with 
both chemical and bacterial toxines, and in 1904, 
after much experimentation, he began to use 
the x-ray as a means of causing complete tem- 
porary alopecia, and his results from the begin- 
ning were brilliant beyond expectation.* The 
average stay of each child in the hospital, for- 


merly two years, was soon reduced to three 
months, and this alone meant a saving of 
$80,000 a year to the City of Paris.“ Further. 
more, as Sabouraud had predicted, the number 
of cases of ringworm in Paris has greatly de. 
creased 1 


Probably the most difficult problem connected 
with the use of x-rays that Sabouraud had to 
solve was the measurement of the amount of rays 
the patient received. This difficulty was over. 
come by the invention of a new radiometer.“ 

This radiometer consists of a paper disc coated 
with an emulsion of platino-cyanide of barium 
in a collodion of amylacetate. This preparation 
has the property of changing color under the 
action of x-rays in proportion to the quantity 
of the rays absorbed. Consequently when an 
exposed dise of this sort is compared with a scale 
of colors the amount of radiation given may be 
measured. 

Sabouraud places the patch to be treated at a 
distance of 15 em. from the centre of the focus 
tube, and at the same time places the paper disc 
8 em. from the centre of the tube. When the 
dise has taken the color corresponding to tint B. 
on the color scale the operation is finished. 

In a patch treated in this way, no change is 
visible until the seventh day, when a slight ery- 
thema appears, lasting a few days. On the fif- 
* ay the hair becomes loosened and falls 
ou 

As the x- ray is not destructive to the fungus, 
shampoos and the use of antisepties are kept up 
to prevent possible reinfection of other parts of 
the scalp. Two months after the x-rays have 
been applied, the hair begins to grow again on 
the treated patch. 

Sabouraud’s successful treatment of ringworm 
with x-rays was soon appreciated all over Eu- 
rope, and it was not many years before most of 
the European clinics adopted this method as a 
routine method of treatment, with the result that 
in several European cities, ringworm of the scalp 
has become much less frequent. However, it is 
only within the past few years that this treat- 
ment has been used to any extent in hospitals in 
the United States, and, when used, the results 
have often been unsatisfactory on account of 
improper technic. The most frequent error is 
under-exposure, resulting in the failure of the 
hair to fall out. This error is caused by im- 
proper methods of measuring the rays and the 
consequent fear of over-dosage. There have also 
been cases of permanent alopecia resulting from 
ovey-exposure, also due to faulty technic. 

Furthermore, Sabouraud’s pastilles, to meas- 
ure the rays, when used in this country, do not 
seem to have given satisfaction in every case, 
many operators feeling that their use requires 
too delicate perception of color changes. At the 
present time the Corbett radiometer, a modifica- 
tion of Sabouraud’s radiometer, is used in Dr. 
Fordyce’s clinic in New Vork.“ 

In the early days of x-ray treatment of ring - 
worm of the scalp, aceidents such as permanent 
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alopecia were not uncommon, but at present, with 
a skilled operator, reliable apparatus and a tech- 
nie which has been perfected, there is little rea- 
son to fear bad results. It has been abundantly 
demonstrated that there is nothing to fear as to 
possible injury to the brain or to the general 


health. 

With the Coolidge tube now coming into use, 
far more accurate measurement of the rays is 
possible, and it seems as if there were no further 
excuse for us if we do not give our ringworm 
patients the benefit of x-ray treatment. 

You may well ask whether ringworm is a dis- 
ease common enough in America to demand the 
establishment of special means of treatment. It 
is exceedingly common in New York City,“ ac- 
cording to MacKee. In Boston, the average an- 
nual number of cases for the past ten years, in 
the Massachusetts General Hospital Skin Out- 
Patient Department, was 63; at the Boston City 
Hospital Skin Out-Patient Department, 40. This 
makes an average of 103 cases of ringworm of 
the scalp, each year, in these two hospitals alone, 
an ample number to justify the demand for mod- 
ern treatment. During the past few years a be- 
ginning has been made at the Massachusetts 
General Hospital, and it is 8 that before 
long our larger hospitals, at least, will be 
equipped to treat all patients referred to them 
for treatment of ringworm of the scalp. As far 
as I am aware, no other hospital in New England 
has as yet adopted the x-ray treatment of this 
intractable disease. 


SUMMARY AND CONCLUSIONS. 

1. Ringworm of the scalp is a highly con- 
tagious disease 

2. The older methods of treating ringworm of 
the scalp are inefficient. 

3. The treatment of this disease with x-rays, 
placed upon a practical basis by Sabouraud and 
Noiré, has proved to be highly efficient. In Paris 
it has shortened the course of the disease from 
two years to three months. 


4. The objection to the use of x-rays in ring- 


worm, on account of the possibility of produc- 
ing permanent baldness, owing to inability to 
measure the rays properly, seems to be an- 
swered by the introduction of the Coolidge tube, 
with which the amount of rays absorbed can be 
measured with great accuracy. 

5. Radiologists as well as dermatologists, in 
the United States, have been slow to grasp the 
importance of the x-ray treatment of this dis- 
ease, but it is to be hoped that, before long, all 
cases will be treated by this method, which, 
while it probably will never eradicate ‘the dis, 
ease, should make it much less frequent in the 
future than in the past. 
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RESULTS OF OPEN-AIR TREATMENT OF 
PNEUMONIA IN CHILDREN.* 


AN ANALYsis or 1500 Cases or LonaR PNEv- 
MONIA FROM THE RECORDS OF THE CHILDREN’S 
Boston. 


By A. R. CunntneHam, M.D., Boston. 


FolLLOwWINd the of Dr. J. L. Morse 
an endeavor has been made in this article to 
analyze a large series of cases of lobar pneu- 
monia, and to compare the results of treatment 
of lobar pneumonia in infants and children be- 
fore and after the introduction of the open-air 
method. In doing this we had at our disposal, 
in the records of the Children’s Hospital, Bos- 
ton, over 1500 cases beginning in November, —.— 
and ending in July, 1915, the diagnoses being 
all made by competent men on the visiting staff. 
As nearly as we could determine, the open-air 
treatment at this hospital was begun in the latter 
part of 1905. At the old hospital, where all but 
about 200 cases were treated, the open-air treat- 
ment was given in a room made over from a 
small dining-room, where there was one very 
large window reaching to the floor and opening 
by sashes sliding up and down. There was a 
transom in the door, and the room accommo- 
dated two beds. There was a good deal of sun- 
light as the window faced southeast, and in the 
winter months, when most of the cases 
the air was apt to be pretty cold during some 
part of the treatment. When there were more 
than two such patients they were kept in the 
large ward with their beds arranged beside an 
open window, but previous to 1906, when pneu- 
monias were kept in the large ward, there was 
always a great deal of air space. In the new 
hospital, lobar pneumonia patients have been out 
doors practically all the time until after the 
febrile period. 

The treatment in the old series prior to 1906 
was apparently very similar to what it is today, 
except for the addition of free ventilation; 
brandy and strychnine were the favorite stimu- 
lants, baths and sponges were frequently men- 
tioned and morphine and heroin were used as 
sedatives. In one or two instances patients 
were put in cotton jackets, swathes were used 
when the pain was severe, no poultices or such 
applications were mentioned as being used. 

Coolidge and Townsend,“ in their analysis of 
one thousand cases at the Massachusetts General 
Hospital, published in 1889, wrote a very inter- 
esting paper and criticism of the use of hospital 
records for statistics without further analysis of 
cases, and in this report we have endeavored to 
avoid, as far as possible, the influence of such 
factors as might lead to false impressions. The 
brief notes written on some of the earlier cases 
made it harder to avoid these factors. Tempera- 


* Read at a meeting of the New England Pediatric Society, Janu- 
ary 7, 1916. 
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ture charts began to be included with the records 
at about 1884, and records of pulse and respira- 
tion were regularly entered about one year later. 
The difference in mortality in the first three to 
four years was so marked in this series that the 
mortality had to be calculated for each age, thus 
partly nullifying the advantage of large blocks 
of cases. 


TABLE I. 

om Cases. Deaths. % 
0-1 34 11 32.3 66 20 30.3 
1-2 98 19 19.3 130 26 20 
2-3 151 10 6.6 115 5 4.3 
3-4 123 6 4.8 98 15 15.3 
4-5 75 4 5.3 66 4 6 
5-6 78 2 2.5 57 1 1.7 
6-13 315 4 12 134 7 5.2 
Total 874 56 666 82 


Table I includes deaths from all causes which 
were secondary to the pneumonia, and shows a 
considerably higher death rate since 1906. The 
records of the fatal cases were again looked over 
and certain ones thrown out. It was found in 
this examination that several cases in both series 
were in a moribund condition at entrance; these 
and all that were obviously much undernourished 
or that were handicapped by some previous ex- 
hausting condition were the bulk of those ex- 
cluded from Table II. 


TABLE II. 


PREVIOUS TO 1906. AFTER 1906. 
Age. Deaths. % Cases. Deaths. %o 
0-1 29 6 20.6 57 11 19.3 
1-2 91 12 13.1 121 17 14 
2-3 147 6 4 112 2 17 
3-4 123 6 4.8 93 10 10.7 
4-5 75 4 5.3 63 1 1.6 
5-6 77 1 1.3 56 0 0 
6-13 313 2 0.6 131 4 3.0 


Table II is not so unfavorable to the later 
period as Table I, and seems to us to represent 
more nearly true comparisons. In a series of 
118 cases seen at the Infants’ Hospital from 
1895 to 1904 Morse? found a total mortality of 
26.3% or a mortality during the first year of 
36% and during the second year 19% without 
excluding any cases. These figures are very 
close to our figures in Table I. Townsend“ col- 
lected ten series from various writers, including 
himself, and totaling 1130 cases in children, in 
which the mortality was 2.4%, considerably be- 
low our mortality of all the cases of two years 
up (3.0% at best). His figures also probably 
included some infants (below 2 years) and were 
published in 1889; they were, however, mostly 
taken from reports of private practitioners in 
England. He remarks that ‘‘The prognosis in 
uncomplicated lobar pneumonia in children and 
infants, with the exception of those under two 
to three months, or in those who are debilitated, 
is always favorable.“ 
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since the institution of open- air treatment. 

Hoping to show a reduction in the percent- 
age of empyema, the cases having that com- 
plication were gone over and Table III was 
made up excluding those in which there was 
probably fluid present at entrance. 


Taste III. 
PrREviovs To 1906. AFTER 1906. 
Age. Cases. Deaths. % Cases. , Deaths. % 
0-1 34 1 2.9 64 3 47 
1-2 91 3 3.1 129 4 3.1 
2-3 147 2 1.4 113 5 44 
3-4 121 5 4.1 97 3 3 
4-5 75 1 13 65 2 3 
5-6 78 1 13 57 2 3.5 
6-7 70 0 0 49 2 4 
7-8 61 0 0 31 1 3.2 
9 E 0 0 21 0 0 
9-10 49 1 2 14 1 7.1 
10-13 77 4 5.1 19 1 5.2 


1 

This shows percentages almost uniformly less 
satisfactory since the institution of open-air 
treatment. It was interesting to note in this con- 
nection that in the earlier cases patients with 
signs of fluid following pneumonia were held 
much longer on the medical side than at present, 
and thoracentesis was done very tardily. One 
child was in very weak condition and was found 
to have a bilateral empyema. In this case it 
was unsuccessfully attempted to drain the pus 
by repeated thoracentesis on account of her gen- 
eral condition. Another was cured simply by 
removing a small quantity of pus once by thora- 
centesis. There can be no doubt from these 
statistics that the results of open-air treatment 
as practiced in the last ten years have not come 
up to the expectations and it seems reasonable to 


believe that they are worse than those of the pre- 


ceeding ten years. It is to be remembered that 
the older cases were receiving a very good grade 
of air, although warm, and most of those since 
received fresh and sometimes very cold air, the 
difference in treatment being one of tempera- 
ture. We conclude, therefore, that the air used 
by pneumonia patients should not be very cold. 
The comparison of the febrile periods, as they 
averaged for cases in each year of life, showed a 
longer period during the first two years, this 
figure being a fraction over eleven days. Morse’s* 
figures for this age showed a period of 8.1 days. 
The average duration of fever for all ages before 
1906 was 9.1 days, while since then it has been 8.7 


days. The onset, as mentioned in 1148 cases, was 


sudden in 785 or 68.4%. The most constant and 
marked symptom was vomiting, which occurred 
in a very large percentage (60%) of the cases. 
Cough was commonly present, abdominal pain 
was mentioned in 14.6% of the cases, meningeal 
symptoms in 8% (either convulsions or lesser 
disturbances, such as rigidity and tenderness on 
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motion of the neck, strabismus, etc.) and herpes 
of the lip or face occurred in 130 cases, or 8.7%, 
affecting the tongue in one instance and occur- 


ring as Zoster once. No case younger than 19 


months showed this efflorescence. 

The temperature, pulse and respiration fell 
by crisis in 72.4% of the cases. There were 
several instances of apparent reinfection (1.6% ) 
and many of delayed resolution (4.1%). The 
most noticeable relation of pulse and respiration 
was that respiration plus 100 equaled pulse rate. 
This occurred in 45.5%. Next most commonly 
the respiration was one-third of the pulse-rate. 
Together these ratios made up 63.1% and the fre- 
quency of their occurrence was striking. 

Mild renal irritation was shown in 364 cases 
out of 897 where urinary examinations were 
recorded (40.7%). The irritation was marked 
in 3.3% of these and an acute nephritis with 
edema and blood in the urine occurred in .7%. 
None of these cases became chronic, all running 
a very short course. In our series acute endo- 
carditis occurred only four times, and acute peri- 
carditis only three times. All but one were fatal 
eases. In the large series of 949 cases analyzed 
at the Boston City Hospital by Sears and Larra- 
bee,“ pericarditis was diagnosed in 19 cases, of 
whom 11 died; in these it seemed to be only an 
‘‘incident in a general pneumococeus septice- 
mia. It was found 8 times in 72 autopsied.“ 
Acute endocarditis was present in only a few 
cases; a murmur was often heard but rarely 
persisted, it was shown in 9 of the 72 cases 
autopsied, and was mostly aortic (ibid.). Os- 
ler“ found it in 16 out of 100 cases; simple in 5, 
and ulcerative in 11. Of 209 cases of malignant 
endocarditis he found that 54 occurred in pneu- 
monia. Holt“ says that endocarditis is ex- 
tremely rare; it was not observed in any of his 
eases. Purulent otitis media occurred in 13.1%. 
No catarrhal cases were considered. Various 
other complications occurred, none in more than 
5%, except tonsillitis, which occurred with an 
exudate in 3% ; conjunctivitis in 5%, and rhini- 
tis in 11%. 


The left lower lobe was involved in 565 cases 


The right “ 44 500 
The right upper “ “ a “ 440 “ 
The left “ “ “ * “ 290 “ 
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THE PROBLEM OF TUBERCULOUS 
INFECTION IN CHILDREN. 


By Harotp W. Dana, M. D., Boston, 
Second Assistant Visiting Physician, Boston City 
Hospital. 


AT the present time a large and an increasing 
effort is constantly being made toward prevent- 
ing latent tuberculous infection in children from 
developing into an active tuberculosis. If we 
admit, as is generally claimed by experts, that 
90% of all children who reach the age of 14 or 15 
years, have a tuberculous ‘‘infection’’ as distinct 
from tuberculous disease: if we agree with the 
idea that most if not all tuberculosis of later life 
is acquired during childhood: then the problem 
would appear to be a very large and a very diffi- 
cult one. The fact that post-mortem examina- 
tion shows signs of an earlier (healed) tubercu- 
lous focus somewhere in the body, in the vast 
majority of all cases, and that these ‘‘healed’’ 
cases added to the active cases make a total of 
about 90 to 95% of all autopsies showing evi- 
dence of past or present tuberculosis, would 
seem to bear out the truth of the above claims. 
We are also told that one of the most promising 
means of combating tuberculosis lies (1) in the 
effort to prevent the infection of children with 
tuberculosis, and, (2) in the effort to prevent 
the production of an active tuberculosis from 
such infection after it has already occurred. 

The discussion would seem to group itself into 
three parts: 

1. What should we like to do if we could? 
2. What are we able to do? 
3. How can we go about it? 


1. Passing over the obvious answer that we 
should like to abolish all disease, we might hope, 
(a) to reduce the percentage of tuberculous in- 
fection, and, (b) to prevent the conversion of 
this latent tuberculosis into a frank tuberculosis. 

2. Of the things that are possible to do: wecan 
probably abolish that part of the infection with 
tuberculosis which is acquired through the use 
of milk as a food; we can diminish the contact 
between children and active cases of tuberculo- 
sis; we can follow up any child exposed by asso- 
ciation with any known case of tuberculosis; we 
ean, to a greater or less extent, pick out those 
children who have become infected ; and we can 
watch these infected cases to prevent them from 
becoming active cases, treating those whose gen- 
eral condition fails to improve, by more ener- 


getic measures. 

In August, 1914, the trustees of the State 
Hospitals for Consumptives sent out to many of 
the physicians of the state, a circular letter deal- 
ing with the question of tuberculous infection. 
Apparently this letter met with but little re- 
sponse, since but few such cases were reported 
to the State Board of Health, as was requested 
in the letter. As was stated in this circular, 


·³· ¶ 
The right middle lobe was involved 
in 00 plus 
Two lobes were involved in....... 195 cases 
Five “ “ “ successively 1 case 
REFERENCES. 
* 4 ‘oolidge and Townsend: American Climatological Asso., June, 
SSY., 
Morse, J. I.: Read before American Pedatric Soc., Detroit, 
May, 1904. 
Townsend: In Archives of Pediatrics, 1889. 
Sears and Larrabee: St. Paul Medical Journal, 1902. 
* Osler: Modern Medicine. 
Holt: Diseases of Children. 
* 


756 


BOSTON MEDICAL AND SURGICAL JOURNAL 


(May 25, 1016 


however, the matter really rests with the general 
practitioner, rather than with the tuberculosis 
experts. Personally, this matter of the recogni- 
tion and proper handling of cases of tuberculous 
infection seems to be one of the most difficult 
parts, if not the most difficult part, of the prob- 
lem, and I am going chiefly into that phase of 
the subject. 

3. Better milk laws and a cleaner milk sup- 
ply will diminish, if not abolish, milk-borne in- 
fection: earlier diagnosis of active cases of tu- 
berculosis; better sanitary control of these pa- 
tients at home; preventing the contact between 
such patients, and their children; and the re- 
moval of advanced cases to hospitals, will dimin- 
ish the tuberculous infection of children to an 
increasing extent. What about the cases already 
infected ? 

For the past three years 1 have had consider- 
able opportunity to examine school children. 
For the past year | have been studying the rela- 
tion between the physical findings and the x-ray 
reports in cases showing probable tuberculous 
infection. Results have not been very satisfac- 
tory, and the further that I have studied the 
subject, the less qualified I have felt to decide 
on any definite course of action. Unfortunately, 
most of the x-ray men and the tuberculosis ex- 
perts with whom I have talked have been unwill- 
ing to lay down any rules to apply to these cases. 
It is not very difficult, in many cases, to say that 
a child has enlarged bronchial glands, or perhaps 
that the glands are probably tuberculous, but 
when you have said it, what are you going to 
about the case! 

The medical inspection of school children has 
been even less satisfactory as far as results went. 
Sometimes I have called the cases, in which I sus- 

the presence of a tuberculous infection, 
by the name of ‘‘pre-tuberculous,’’ sometimes I 
chose ‘‘malnutrition,’’ or ‘‘anemia,’’ or ‘‘im- 
proper hygiene, as titles under which to report 
such cases to the parents. Asa usual result, the 
family was put to the expense of taking the 
child to its own physician, who told the parents 
that the child did not have whichever one of 
the conditions 1 had happened to select as a 
diagnosis for that particular case. Hence the 
family had spent its money, had been told that 
the child was perfectly well, and had been an- 
noyed into the bargain, without anyone being 
benefited at all. Yet the teachers, in general, 
agreed with me that these children were below 
par, were feeble, lacking in vitality, and were 
unable to study like the other children. 

My most satisfactory results were obtained by 
getting the teacher to visit the family, and sug- 
gest improvements in sanitary and dietetic con- 
ditions in the home, or by getting the teacher to 
invite the parents of the children in question to 
come to the school, so that I might go over the 
needs of each case with each mother. Speaking 
quite casually, I should say that an intelligent, 
alert and interested teacher, who had had the 


chance to observe her pupils for several months, 
can, in many cases at least, say quite definitely 
which children are in need of treatment for 
latent tuberculosis. | 

In other words, while I do not mean to say 
that all cases of tuberculous infection can be 
found by any such simple means, I do feel very 
strongly, that any child showing, as constant 
symptoms, listlessness, or pallor unnatural to 
that particular child, or poor nutrition, or fever, 
or recurrent cough, should be treated fairly 
actively for tuberculosis. 

Of open-air schools and open-air rooms in 
schools we shall in time perhaps have enough for 
all who need it to have such accommodation; 
regarding the desirability of open-air schools, 
however, not all physicians are agreed. The 
much-discussed question, as to whether schools 
should feed their pupils free, is to be answered 
largely in terms of how great is our desire to 
cure these cases. There again, as in all parts of 
the fight against tuberculosis, and as in many 
other conditions which we should like to abolish, 
the question of first cost comes up. While I am 
not an apologist for the nourishing of school 
children, as such, at the public expense, it would 
economically be undoubtedly cheaper to feed 
these infected cases than to allow them to de- 
velop into frank tuberculosis. It does seem to 
me, however, that it should be part of the work 
of the tuberculosis dispensaries, now maintained 
by law by each town, to make sure that cases of 
this sort do get sufficient nourishing food. Per- 
sonally, I should like to turn over to the district 
nurse, or to the school nurse, such of these chil- 
dren with latent tuberculosis, as seem to be in 
need of treatment and to have her take these chil- 
dren periodically to the local tuberculosis dis- 
pensary for a careful examination and advice as 
to care at home. Any child whose history shows 
an exposure to infection, through contact with a 
known cases of tuberculosis, should be periodic- 
ally examined, regardless of its apparent con- 
tinued good health. 

One of the great difficulties in trying. 
tematize the work of different men in fighting 
tuberculosis in children is the lack of a suitable 
term for the diagnosis of these cases. On the 
one hand, we do not wish to alarm parents, nor 
do we wish definitely to call these more or less 
indefinite cases frank tuberculosis. For this 
reason many doctors dislike the terms ‘‘pre- 
tubereulous or ‘‘tuberculous infection’’, which 
seem to the family to put the ‘‘stigma’’ of tuber- 
culosis upon the child, nor can we make a diag- 
nosis of bronchial adenitis in any large propor- 
tion of the cases. On the other hand, the less sig- 
nificant diagnosis, such as anemia, suggest to 
the parents a condition of such minor impor- 
tance that the case is often neglected. It seems 
to me that unless some clever medical man can 
offer some new term which means nothing to the 
lay mind and which means tuberculosis to the in- 
itiated, it is better to describe these cases as 
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‘probable tuberculous infection or 
probably tubereulous or by some — definite 


With regard to the custom, which is appar- 
ently growing, of making an unqualified diag- 
nosis of pulmonary tuberculosis, based solely 
upon the x-ray diagnosis of a tuberculous lesion 
in the chest, I feel very strongly antagonistic. 
If it be true, as authorities state, that a vast 
majority of all children have had a tuberculous 
infection at some time, then we should expect 
that the vast majority of x-ray pictures of chil- 
dren’s chests would show signs of a tuberculous 
infection, and this is exactly what we do find. 
In the lung plates of children, made at the Bos- 
ton City Hospital, the x-ray department is able 
to recognize signs of a tuberculous process in a 
great majority. In most instances, however, it 
is not possible to determine whether the process 
shown by the x-ray is an active one or not, hence 
it undoubtedly is overzealous to treat all of 
these children as active cases of tuberculosis. In 
other words, unless we are going to admit that 
all the people in the world, young and old, are 
in need of active sanitarium treatment for tu- 
berculosis, we must use judgment in distinguish- 
ing between the active and the inactive cases. 

While the following table gives the result of 
only a relatively small number of fairly careful 
examinations of school children, forty per cent. 
of them were examined more than once, and 
almost all of them were under my constant ob- 
servation for three school years. The table 
covers a period of four school years in all, but 
does not include the result of any examinations 
of these same children by other examiners dur- 
ing this period. 


TABLE. 
Number of children examined................. 801 
Number of annual examinations............... 1263 


Number of children found to have probable tu- 
berculous infection 


Percentage of children infected............... 12.1% 


Number of children examined only once (four 
years) %%% % % % %%% % %%% % % %% %% % % % %%% %%% 66 0 
Number of children examined twice (in three 

Number of children examined three times (in 


CONCLUSIONS. 

1. A large proportion of all children are in- 
fected with tuberculosis during childhood, and 
from this early infection most of the active tu- 
bereulosis of later life is believed to spring. 

The general practitioner has not been in- 
terested in the diagnosis of these cases, and he 
has not awakened to the practical importance of 
such eases in the ficht against tuberculosis. In 
fact he tends to deny the existence of such cases. 

3. It is a safe general rule to follow, that 
any child who shows constantly poor nutrition, 
fever, lack of vitality and ambition, abnormal 
pallor, or who is in other ways ehe par“ 
should have the benefit of fresh air and abun- 
dant suitable food, as well as frequent careful 
physical examinations by an expert. 


467 | indigestion 


4. Such cases should be sought for by the 
school physician, and when found, should be fol- 
lowed along by the school or district nurse, who 
can take these patients to the local tuberculosis 
dispensary at stated intervals for examination. 
This need not necessarily interfere with the care 
of these patients by their family physicians. 

5. The x-ray does not distinguish, in general, 
between active cases needing active treatment, 
and the latent or healed cases. 


Reports of Societies. 
NEW ENGLAND PEDIATRIC SOCIETY. 


Meetinc at THe Boston Mepicat Lrerary, 
January 7, 1916. 


The President, Dr. A. C. Eastman of Springfield, 
in the Chair. 


The following papers were read: 

1. “Presidential Address.“ A. C. Eastman, 
M. D., Sprincrievp. 

2. “Indigestion with Fermentation.” J. I. Gro- 
ver, M.D., N. 

3. “The Problem of Ringworm in Children.” 
E. Lawrence Ottver, M. D.. Boston. 

4. “Results of Open-Air Treatment in Pneumo- 
nia.“ A. R. Cunntncnam, M.D., Boston. 


Dr. Dunn, (Dr. Grover’s paper): I was very 
much interested in one or two features of Dr. Gro- 
ver's paper. One was the result of the microchemical 
findings in the stools. The disturbance caused by 
carbohydrate fermentation is a very common i- 
tion, and is very apt to lead to mistakes in diagno- 


97 | sis, because we get to depend, sometimes, too literally 


on the results of the microchemical examination of 
the stools and assume that the condition is one of fat 
because the stools continuously show an 
excess of soap, when really it is a case of carbo- 
hydrate intolerance. Also it seems as if with a 


128 great many of the severe cases of disturbed nutri - 


tion which show themselves clinically as cases of 
fat intolerance. when one goes into the history it 
seems that carbohydrate intolerance was the pri- 
mary condition. Last year Dr. Langley Porter and 
conducted some experiments by over· feedinæ 
babies with lactose, and we found cases in which 
we could run the lactose up to 12 or 18% in the 
food without producing symptoms at all, which 
merely showed that the variations are m more 
extreme than a great many people suppose. Other 
cases showed symptoms with very small amounts 
of carbohydrate. 

Dr. Oln: During the last year, at the Massa- 
chusetts General Hospital, we have had twelve or 
fifteen cases treated with x-ray, with very success- 
ful results. Without doubt, this is the best method 
of treatment, but owing to lack of money or other 
causes, it has been impossible to obtain this treat- 
ment for every case. The hospital is short of tubes, 


1 See p. 739. *See Jounnat, p. 751. * See Jounwat, p. 768. 
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and I am not sure now that there is more than one 
Coolidge tube that can be used for treating this 
i . If anyone knows of any other hospital in 
New England where this treatment is now u 

I shall be very glad to know of it. 

Dr. Grover, (Dr. Oliver’s paper): What is the 
duration of the exposure, seconds or minutes? 

Dr. Outver: The duration of the treatment is 
minutes. I do not know the exact duration of the 
time, but it is comparatively few minutes. If there 
is one small patch, this patch alone is treated; if 
there are several patches, usually the entire scalp 
should be treated. If the entire scalp is treated it 
has to have five different exposures so as not to get 
too great a dose on any one place, and of course 
that takes five times as long as treating a single 
patch. But one treatment to each patch is sufficient 
to cure the disease in over 90% of the cases. 

Dr. CunntncuaM, replying to the question of Dr. 
Eastman, as to whether the children had had the 
open-air treatment both day and night: That was 
the casé here. The children treated at the Chil- 
dren’s Hospital received the cold air treatment day 
and night. 

Dr. Pratt, (Dr. Cunningham’s paper): Person- 
ally I have never used the out-door treatment in 
cases of pneumonia. It takes a pretty proficient 
nurse to take care of an infant with pneumonia 
and not have it lose a lot of bodily heat. I gener- 
ally keep the temperature of the room from 55°F. to 
60° F., with a fire in the open fireplace and venti- 
lation enough to give the child plenty of fresh air, 
and under these conditions the child can be kept 
comfortable at the same time. I have not lost a 


case in years with this method of treatment where | f 


the home conditions were satisfactory. 

Dr. Howett, (Dr. Cunningham’s paper): I 
think, as Dr. Pratt has stated, that it makes a good 
deal of difference what one means by cold or fresh 
air. I do not believe that it means that the patients 
are to be in as cold air as the outside air; it is a 
matter of fresh air rather than cold. At the In- 
fants’ Hospital we have a pneumonia room, that is, 
a room which is partitioned off from the end of the 
ward, with glass, so that the nurses can watch the 
babies, and the temperature of that room is kept at 
about 50° with all. If the outside air is cold the 
steam is turned on. Our lobar pneumonias have 
done much better and have been much more com- 
fortable, have better color and take their food bet- 
ter, and it seems as if our mortality was less, and 
it seems that the bronchopneumonia cases also are 
more comfortable. Some babies with a good deal 
of bronchitis do not stand the cold so well. If the 
temperature goes down, the nurse is instructed to 
close the windows, but we keep them open, if pos- 
sible. I do not know that our cases have done any 
better, but it does seem that in the last two years 
we have had a lower mortality, even in the broncho- 
pneumonias. 

Dr. CunnincuaM, in closing: I would like to 
say that most of the severe cases of pneumonia 
which were treated here occurred in the winter 
months, when the open air was pretty cold. In the 
old hospital I think there was very little heating in 
the room that was set apart for those cases, 
cause T understand from the older nurses that they 
were often very cold. I would also like to empha- 
size that we compared cases treated with very cold 
air with those treated with warmed but fairly good 


air. 


JOINT MEETING, PHILADELPHIA PEDIAT. 
RIC SOCIETY, SECTION ON PEDIATRICS 
OF THE NEW YORK ACADEMY OF MEDI. 
CINE, AND THE NEW ENGLAND PEDI.- 
ATRIC SOCIETY. 


Hxip at Tuespay, Novemser 9, 1915, 
8 8.15 P.M. Dr. Wu N. Brapiey ix tue 
HAIR. 


LOBAR PNEUMONIA; THE CO-RELATION OF ITS SYMPTOMS 
AND PHYSICAL SIGNS WITH THE FINDINGS OF THE 
ROENTGEN RAY. 


Dr. Howanp H. Mason, New York City: During 
the pest two years all cases of lobar pneumonia on 
the Children’s Service at the Presbyterian Hospital 
have been Roentgen-rayed at least once. In those 
cases showing a shadow, but in which bronchial 
voice and breathing were not heard, repeated Roent- 
genograms were taken at varying intervals. The 
purpose of these examinations was to ascertain 
whether the consolidation as evidenced by this 
shadow passes through any regular development, and 
if so, whether the different stages of its progress can 
be correlated with the development of certain phys- 
ical signs. 

Thirty-seven cases of lobar pneumonia were stud- 
ied with the Roentgen rays, most of them repeatedly. 
All thirty-seven cases showed a definite shadow. 

The shadow was always so placed that it touched 
the pleura at some point. 

early shadows were triangular in shape, with 
their bases on the pleura and their apices separated 
rom the region of the root by normal lung. 

In their later development the shadows extended 
in size and became uniform from the periphery to 
the root of the lung. When the shadow involved 
this entire stretch, bronchial voice and breathing 
were present, but not otherwise. It is believed that 
the inference is justified that the dimensions of the 
shadows correspond to the extension of consolidation. 
P The following conclusions may, re, be 

rawn: 


1. The consolidation of lobar pneumonia in chil- 
dren begins in that portion of the lung which lies 
just beneath the pleura. 

2. A central pneumonia, in the strict sense, never 
occurs. Silent consolidations are subpleural con- 
solidations and are separated from the hilum by 
normal lung. 

3. Bronchial breath and voice sounds are de- 
pendent upon the presence of a ium of com- 
paratively uniform density from the site of their 
origin (the trachea and large bronchi) to the point 
where the ear or stethoscope is applied. con- 
ditions are fulfilled when the consolidated area 
2 from just beneath the ear to the region of 


TUBERCULOSIS IN INFANCY. 

Dr. Cuartes Hunter Dunn, Boston: The pur- 
pose of the paper is to discuss certain limited 
— of tuberculosis in the first two years of life. 
I have been impressed from the literature that in 
many articles the conclusions drawn are not sup- 
ported by the final proof offered by post-mortem 
examination. The importance of tuberculosis as a 
cause of death in the first two years of life is shown 

the fact that in a series of 62 successive autop- 

tuberculosis was found in 25, was considered 
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— 
most common —— ‘ft entry. writers 
lieve the human type of us to be the most 
common cause and the portal of entry the lungs. 
The two most important forms of evidence 

upon this question are (1) that derived from bac- 


teriological study of bacilli obtained from infants | the 


by culture or animal inoculation; (2) that derived 
from a careful study of the lesions found post- 
mortem. Post-mortem findings show a greater fre- 
quency of involvement of the peribronchial and 
mediastinal lymph nodes than of the mesenteric. 
Advocates of milk infection try to explain this upon 
the theory that — bovine bacillus can pass, without 


locating in the lymph nodes of the oh as the point 
of minimum resistance. This theory, I believe to 
be untenable. The contradictory evidence upon the 
source of infection and portal of entry can be ex- 
plained only upon the ground of a variation — 
ing to locality. Such — nage is 17 


various parts of the world. I — L 2 
can be infected either with human bacilli, usually 
entering through the lungs, or with bovine bacilli | gui 
usually entering through | the intestine. The most 
generally accepted view is that tuberculous infec- 
tion shows the primary lesion in the lymph nodes. 
In my studies at the Infants’ Hospital a primary 
lesion was actually — at the portal of entry in 
22 of the 25 post- mo I am, ore, in- 
clined to believe with Ghon Shon that it is is more probable 
that when a primary lesion is not found at the por- 
tal of entry it is overlooked. The primary lesion 
was found in the lungs in 20 cases; in the intestine, 
in two. Adding to the 20 cases the three i in which 
the only chronic lesions were found in bronchial 
lymph nodes, we have a ratio of 23 cases of infec- | a 
tion 2. — lung to two cases of infection 
through the Tuberculous ulceration of 
the 2 — membrane was found in seven 
cases besi two in which the lesion was con- 
sidered primary. I believe it to be a probable con- 
clusion that these tuberculous ulcerations of the 
intestines are secondary to swallowed tuberculous 
material coughed up from the softening of the pri- 
mary lesion. These seven cases with secondary tu- 
herculous ulceration of the intestine were identical 
wi seven cases in which the mesenteric lymph | so 
nodes were involved in addition to the bronchial 
lymph nodes. I believe my findings to be against 
the view of the ability of the tubercle bacillus to 
pass through the intestinal mucosa without leaving 
traces of its progress in the form of a definite 
lesion. In the series the diagnosis of tuberculosis 
was made in 23 out of 25 cases, but these were all 
seen in the last stages of the disease. Three im- 
portant points besides tuberculous meningitis. or 
tuberculous peritonitis upon which the diagnosis of 
tuberculosis in infancy is based are (1) physical 
signs suggesting tuberculosis in the chest; (2) tu- 
2 reaction; (3) Roentgen- ray examination of 


THE PRACTICAL VALUE OF THE GUINEA-PIG TEST FOR THE 
VIRULENCE OF DIPHTHERIA BACILLI, BASED UPON 1054 
VIRULENCE TESTS. 


By Dr. Jonx A. Kotmwer, Da. Samvet S. Woopy 
AND Dr. L. Mosnace of Philadelphia. 
Dr. Kotmer: The necessity, in the 
management of diphtheria and healthy “carriers” 
of diphtheria bacilli, for some method of determin- 
ing the possible harmfulness of diphtheria bacilli is 
emphasized. The animal virulence test has been 
found in our hands the only test for determining 
virulence of 


logical characteristics is not relia 
data have shown quite conclusively that a non-viru- 
lent culture of diphtheria bacilli cannot be made 
virulent; however, a culture that has lost its viru- 
lence to a large extent may be made again virulent 
by animal passage or by transference from throat 
to throat among persons. re, we wish to em- 
the necessity of conducting virulence tests 

in such a manner as to detect the potential harmful. 
ness of cultures of a low degree of virulence. In 
addition to this prime requisite the test should be 
conducted in an economical manner and yield its 
results as quickly as possible. 

Dr. Moshage and I have experimented during the 
past year with various methods of in 

a practical way the virulence of diphtheria bacilli. 
As a result of these experiments we ve found that 
the subcutaneous injection into 250 to 300 gram 
guinea-pigs of 4 c.c. of a 24-hour Loeffler culture 
washed off with 10 c.c. of sterile salt solution, 
yielded best results; the subcutaneous injection of 
72-hour serum dextrose bouillon cultures likewise 
yielded good results. The — 2 1 test was 
found less serviceable for detecting the pathogen- 
cultures with low virulence and the reac- 


Hospital for Contagious Diseases. 

Cultures of the granular or beaded and barred 
types of diphtheria bacilli from the throat, nose 

ear yi about 72 cent. positive results: 

or Had of the long solid types were virulent in 
about 42 per cent. of cases; cultures of 
solid yielded uniformly negative results. In 
practical work we regard the granular and barred 
types of bacilli as dangerous, no matter how long 
they persist on a mucous membrane after recovery 
from diphtheria. Of all types they are most likely 
to remain virulent and should be so regarded un 
proven otherwise. animal inoculation test is 
of particular value in dealing with cultures of the 

id types. For several years I have disregarded 
the short solid types in cultures when I was sure 
that the bacilli belonged to this variety; in the 
Philadelphia Hospital for Contagious Diseases viru- 
lence tests with organisms of this type have been 
uniformly negative in such a large number of cases 
that we regard this bacillus as practically harmless. 
We are of the opinion that in many instances the 
bacilli found on a mucous membrane after recovery 
from diphtheria were present before the attack and 
are likely to remain for an indefinite time after- 
ward, yielding a long line of positive cultures which 
will require quarantining over a long period of time, 
unless the culture is submitted to the virulence test. 
If the physician will take cultures carefully, eon - 
scientiously and freely. especially several cultures. 


the direct cause in 23 cases and the contributing 
are held concerning the source of infection and its 
portal of entry into the body. One set of writers 
believe that milk infected with the bovine type of 
among diphtheria bacilli by morphological and bio- 
ns were more difficult to read. 
With the subcutaneous method we have con- 
ed 1054 virulence tests in the Philadelphia 
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before excluding the diagnosis of diphtheria in a 
given case, and if three consecutive negative cul- 
tures are required instead of two before quarantine 
is lifted, combined with the efforts of the bacteriolo- 
gist to differentiate between virulent and non-viru- 
lent bacilli with the judicious use of the animal in- 
oculation test in suitable cases, we believe that the 
bacteriological diagnosis and management of diph- 
theria will be efficient and satisfactory to all. 


ASSOCIATION FOR STUDY 
OF INFANT MOR- 


AMERICAN 
AND PREVENTION 
TALITY. 


Suxta AnnvuaL Meetinc. at THE BEeLLevur- 
Srratrorp HorzL, Puiape puta, Nov. 10-12, 1915. 


Dr. Cuartes A. Fire of Philadelphia in the Chair. 


THE STATISTICAL STUDY OF RESPIRATORY DISEASES AS A 
FACTOR IN THE CAUSATION OF INFANT MORTALITY. 


Dr. WILIA C. Woopwarp, Washington, D. C.: 
The importance of the part played by diseases of the 
respiratory system in causing deaths during the first 
year of life has been to a very considerable extent 
overlooked. The extent to which such deaths are 

entable by any practical method or methods now 
— remains to be determined. Machinery hav- 
ing been organized and methods adopted for the 
prevention of diseases of nutrition, ineluding dis- 
eases of the digestive tract, through infant consul- 
tations”; and for the prevention of still births and 
deaths due to complications of labor and diseases 
incident thereto through the same agency 
through prenatal nursing; the next step to be 
taken toward the lowering of infant mortality 
should be directed toward the establishment of 
machinery and the adopting of at least tentative 
- methods for the prevention of iratory diseases. 

In the registration area of the United States in 
the calendar year 1913, diseases of the respiratory 
system caused 15.85% of the total mortality in the 
first year of life. A propaganda against diseases of 
the respiratory system as a factor in infant mor- 
tality is fully justified by the position they oc- 
eupy. The mortality from diseases of the respira- 
tory system in the first year of life constituted in 
the registration area in the calendar year 1913, ap- 
proximately one-quarter of the total mortality from 

diseases at all age-periods taken together. 
One-quarter of the total mortality from diseases of 
the respiratory system lies, therefore, within the 
purview of the agencies for the conservation and 
promotion of infant welfare, and a campaign 
against diseases of the respiratory system in in- 
fancy will form an important factor in any cam- 
paign that may be inaugurated against such diseases 
generally. Bronchitis and pneumonia together 
caused 95% of all deaths in the first year of life 


due to diseases of the respiratory system. Deaths 


from diseases of respiratory system apparently 
occcur to a greater extent during the third week 
of life than during any other weekly period, while 
the 2 toll was levied in the first 
month of life,. —a percentage of 18.62. The 

vention of deaths in infaney from diseases of "the 


— 


natal nurse, 0 


Dr. Royat Storrs Haynes, New York City: In 
the prevention of respiratory two impor- 
tant factors are destruction or exclusion of the in- 
fecting organism, and preservation of the resist- 
ance. Transference by contact is the method of 
infection in most instances, and this may be avoid- 
ed by real cleanliness. In connection with the sec- 
ond factor, the preservation of a perfectly func- 
tionating vasomotor system is greatest im- 
portance. In the prevention of iratory diseases 
I would suggest the appointment of a committee on 
the prevention of respiratory diseases, among the 
duties of which should be: (a) supervision of the 
conduct of an intensive investigation of respira- 
tory affections in a selected area in a city. 
Such an investigation should be able to determine 
with some accuracy the relative importance of va- 
rious factors in the etiology of the diseases and 
the value of prophylactic measures. It would em- 
brace the work of social workers, physicians, phys- 
iologists, sanitary engineers and bacteriologists; 
(b) to arrange for the publication of articles in the 
medical and lay press dealing with the importance 
of these affections, acquainting the laity with the 
loss of time, money, and life which the dis- 
eases cause; (c) to investigate the health laws of 
the various States, with the view of determining the 
present legislation upon these subjects, and, where 
desirable, to improve it; (d) to inaugurate an educa- 
tional campaign lectures for those which the 
printed articles will not reach; (e) to stimulate the 
— of the child before — — age by 

ing greater emphasis upon his medi super - 
vision the milk station and school age. 


THE TREATMENT OF RESPIRATORY DISEASES, WITH SPE- 
CIAL REFERENCE TO THE VALUE OF FRESH AIR. 


Dr. Jonx Lovett Morse, Boston: There is much 
confusion among writers in the use of the term 
“fresh air,” some apparently meaning pure air 
without regard to its temperature; others, cold air 
without regard to its purity; others, air which is 
both cold and pure. It was formerly supposed that 
the discomfort felt in a close room was due to the 
presence of toxic organic constituents the 
breath or to an excess of carbon dioxide in the air. 
The weight of evidence seems to show that the ex- 
pired breath contains very little, if any, organic 
matter, and it has been proved that symptoms ex- 
perienced in a badly ventilated room are not due 
to poisons excreted in the breath; also that people 
can breathe for many hours, without discomfort, air 


vided that the temperature of the air is 
that it is in motion. In view of experiments, 
air may be defined as air which is dry 
motion. Cool air is not cold air. 

the latter may be divided into that 
piratory mucous membrane and its effect 


observations are that in the early 
ryngitis cold air increases the 
but in the later 


18 
371 
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and the ant = station. 
| THE PREVENTION OF RESPIRATORY DISEASES. 
— 
bon dioxide than is ever present in a room, — 
an 
lieves the discomfort to a certain extent. 
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predisposes to affections of the ears; fresh air is of 
advantage. In acute laryngitis cold air has a 
strongly irritant action upon the inflamed mucous 

membrane; cold air is not t indicated, but does not 
harm in the later stages. In the early stages of acute 
bronchitis cold air increases the cough and the 
sense of constriction of the chest and of heat under 
the sternum. The cough is less troublesome when 
the air is moist than when dry. In very acute bron- 
chitis associated with dyspnea and cyanosis, the 
contraindications to the use of cold air are the 


same as in the milder cases, and the only possible proven 


advantage of cold air is as a vasomotor stimulant, 
and it is problematical whether this action is of 
value. In bronchopneumonia there is no contra- 
indication to the use of cold air, but there is no 
advantage unless there is a vasomotor paralysis, and 
here the advantage is also questionable. Children 
with bronchopneumonia are, however, unquestion- 
ably benefited by fresh air. In lobar pneumonia the 
stimulant effect of cold air is of value. Children, 
therefore, with this disease should be treated out of 
doors or near open windows. While children so 
treated are more comfortable, it is questionable 
whether the mortality of lobar pneumonia has been 
materially lessened by cold air treatment. It may 
be said that fresh air is of advantage in the treat- 
ment of all diseases of the respiratory tract. It is 
also of advantage to have pure air. Cold air is of 
advantage in some conditions, but harmful in oth- 
ers, and must be used with discretion. 


Dr. L. Euuxrr — — New York City: We can 
not too strongly emphasize the importance of quar- 
antining the infant when other members of the 
family have colds. This particularly obtains in 
connection with premature infants. the 
contagiousness of pneumonia our efforts must be 
directed largely to raising the resistance of the 
infant. There have been almost as many deaths 
caused by cold air as there have been cures effected. 
I think, with Dr. Morse, that cold air is a means 
of treatment to be used with great discrimination. 
I have seen a great amount of harm done by. the 
treatment of acute respiratory diseases, 
in young infants, by exposure to cold air. 


Dr. S. McC. Hamu, Philadelphia: The gentle- 
men who have spoken have given us the foundation 
upon which we should build in our fight against in- 
fant mortality, and I feel that we owe them an ex- 
pression of sincere gratitude. I have nothing to * 
in criticism, but I do think it necessary to say 

word of caution in regard to two phases of f Dr. 
Haynes’ paper: (1) In the use of vaccines in 
prevention of colds. It seems to me that the whole 
question of vaccine therapy is so much “up in the 
air“ at the present time, the dangers co 
with its use so manifest, that the subject should 
never be presented to an audience, one 
composed largely of laymen, without a word of 
caution against its promiscuous use. 
agree thoroughly with Dr. Haynes concerning the 
results which have been obtained by the use of the 
nasal douche in the prevention of the common cold, 
I think that here again a word of caution should be 
given, because the promiscuous use of any form of 
nasal douche is apt in the final analysis to do more 


harm than I am in entire sympathy with Dr 
Morse in that use of fresh air has been 
incautiously Morse says that 


sify these 
| child’s hands and feet are cold and that it 
comfortable, regardless of the amount of 
it has on, we may be certain that such a 


in the treatment of all conditions, the individual, 
and not a group of cases, should be treated, he has 
said practically everything that is essential in this 
connection. Dr. Morse defines fresh air as cool, 

and moving air. I believe that the proper way to 
obtain this is through the open windows, and not 
by a ventilating system. This is especially true in 
the homes of the poor, in which class of society 


diseases of the respiratory system are especially 
prevalent. 
Dr. J. P. Crozer GrirrirH: It never has been 


roven to my mind that the universal employment 
of cold air, or fresh air, or open air, for the treat- 
ment of pneumonia or other respiratory diseases 
was the correct measure. When I ventured to make 
this statement a number of years ago, I stood with- 
out any spoken support, and I am glad to note = 
changed sentiment. The question arises, Why this. 
change? We are subject to the failings of human 
beings, one of which is the following of fads. The 
excessive use of cold air for the treatment of res- 
piratory diseases has been a fad and has gone be- 
yond the medical profession into the hands of 
nurses, hospital managers and the laity in general. 
If among medical men is doubt concerning 
the cases in which this treatment may be used, cer - 
tainly the measure is not safe in other hands. I 
am a believer in fresh air for many diseases of the 
respiratory system, but it must be used with the 
greatest judgment. I agree with Dr. Holt that we 
see cases that are made worse by its indiscriminate 
use. We see others which improve only by this 
treatment. 


Dr. Cressy L. WN sun, Vital New 
York: The foundation of the work for the ithe and 
tion of mortality is the registration of bi 
deaths. It is a shame to oe country tha 
births of its infants are not registered. 
vania, and I want to congratulate the ty 
commonwealth and municipality upon 
ence in compelling legislation in this a 

Dr. Pisex, New York: I think that fresh air 
and exposure to cold should be differentiated that 

may be no confusion in the minds of nurses 
and social workers upon this apparently unsettled 
question. 

Dr. Emerson, New York City: Respiratory dis- 
ease incident to the epidemic of measles which swept 
over our city in the present year, will give a higher 
infant mortality than at any previous time. The 
death rate in the hospitals has been larger than in 
the homes where the children were cared for by 


the | the visiting nurse and physicians. To the question 


that might be asked, why the children were taken 
into the hospitals, there were no homes in which 


nnected | they could be kept, the mothers being away at work. 


It has become a rule that no children of this 
are to be referred to hospitals unless the home 
— make this necessary. The influence of 
renatal care upon the resistance of the young 
child should be emphasized. 
Dr. Hoover: I gathered from the discussion 
that the writers of the papers 
of cases; one which did well and one which did not 
do well out of doors. I think it is possible 
by observation. If it is found 
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do better in the ward. A child perfectly comfort- 
able and breathing well in the ward, but who be- 
comes dyspneic when taken out, should be re- 
turned to the ward. ; 

Dr. Apranam Jacost, New York City: A good 
deal of what I have heard this morning has con- 
vinced me that some sixty years ago when I began 
teaching I was not quite so stupid as I took myself 
to be twenty-five or thirty years afterward. I was 
of the opinion, as has been expressed this morning, 
that to speak about the treatment of pneumonia is 
a misnomer. The several pneumonias are not one 
and the same tbing. In teaching on this subject 
I always tell my students that they have a patient 
to deal with. The principal thing in diagnosis, and 
in the head of the doctor, is brains. Unless every 
case is studied individually you will not get your 
patient well. So long as the doctor is not able to 
impress his nurses with the fact that he is their su- 
perior in knowledge, that he knows what he is about 
in a given case, the nurses will be his superiors in 
the management of the case, and he will be in the 
peculiar situation of being run by the nurses and 
the hospital managers. 

Dr. Woopwarp, closing: I am disappointed in 
the trend of the discussion, which has been upon 
curing pneumonia rather than upon preventing 

neumonia and diseases of the respiratory system. 

— is summed up in the matter of clothing, 
housing, exercise and personal cleanliness. When 
this Association can present these four factors to 
those responsible for the care of babies and children 
we may hope for a reduction in diseases of the 
respiratory system. 

Dr. Haynes, closing: In connection with Dr. 
Holt’s remarks on the infection of the nursing child 
by the mother, I have in mind an infant who was 
nursed by its mother who had whooping cough, with- 
out taking the disease. is was because the mother 
knew how to be careful. I recollect another case 
in which cleanliness and care prevented the infant 
taking whooping cough when every member of the 
family had the disease. In the matter of cold air, 
I agree that fresh air hurts no one, that possibly 
cold air does not hurt any well individual. It be- 
comes a question to choose what ill children should 
be subjected to cold air, and their passivity should 
be considered in this decision. Dr. Morse spoke of 
the dryness of fresh air. The dryness should be 
qualified. I agree with Dr. Hamill regarding the 
vaecines and postnasal douching. I did not recom- 
mend in my paper that these methods of treatment 
should be used, but said that they were employed. 

Dr. Morse, closing: The question concerning the 
difference between cold, and cool air is a rather diffi- 
cult one to answer, but in general it may be said 
that a temperature of fifty is cold and one above 
that is cool. I wondered whether the gentlemen who 


spoke upon quarantining the baby realized what a nized. 


hole they were getting the doctors into. If the 
patients have to be isolated from the children com- 
ing from school, the nurse with a cold discharged, 
logically the doctor, when he has a cold, would have 
to give up his practice and his income. In refer- 
ence to deciding by the thermometer in the morning 
rather than by the calendar, how to dress the chil- 
dren, it should be remembered that in Boston it is 
impossible to tell in the morning what kind of cloth- 
ing will be needed in the evening. Upon the matter 
of fresh, pure. and cold air, it seems to me that a 
child ought to have fresh air and pure air, and that 


the temperature of this fresh pure air, should be 
regulated in relation to the disease and the individ- 
ual patient. 


THE EDUCATION, LICENSING, AND SUPERVISION 
OF THE MIDWIFE. 

Dr. J. Cuirron Epcar, New York City: The mid. 
wife for traditional, social and economic reasons 
attends about forty per cent. of confinements in this 
country and is at present a necessary evil. The so- 
lution of the question in the rural districts is in the 
inclusion of midwifery service in rural district nurs- 
ing, should a physician not be available. In illustra- 
tion of this we have the proposed course of mid- 
wifery in Washington University Hospital in St. 
Louis. The midwife should never be regarded as a 
practitioner. Her only legitimate functions are 
those of a nurse plus the attendance on a normal 
delivery when necessary. No unlicensed women 
should be permitted to practise, and even as a tem- 
porary measure, 0 properly qualified women 
should be granted a license. Even licensed mid- 
wives should be supervised by the local department 
of health as is done in Buffalo, Pittsburg and Provi- 
dence, the system following closely that in operation 
in England and New Zealand, where infant mor- 
tality is conspicuously low. A recent study of the 
midwife question in England made by Miss Carolyn 
V. VanBlarcom, Secretary of the New York Com- 
mittee for the Prevention of Blindness, has been 
used as a basis for midwife control in this country. 


IS THE MIDWIFE A NECESSITY ? 


Dr. J. M. Boy, Philadelphia : This country 
contains several groups of foreigners who have been 
accustomed to the midwife, and until immigation 
ceases and these people are evolved into Americans, 
the midwife will be demanded. The question re- 
solves itself into the proper education and control 
of the midwife. Results are obtained by meeting 
existing conditions and improving them. There is 
no state, city or town in the United States in which, 
by the passage of laws, it has been possible to elimi- 
nate the midwife. Any measurable of suc- 
cess has come only through education and contral. 


PROGRESS TOWARD IDEAL OBSTETRICS. 

Dr. Josepu B. DeLee, Chicago: I am opposed to 
any movement to perpetuate the midwife. She is 
a relic of barbarism and her perpetuation demands 
a compromise between right and wrong. She is a 
drag upon the progress of the science and art of 
obstetrics, her existence stunting the one and de- 
grading the other. The foreigner is becoming en- 
lightened upon the value of medical attendance and 
demanding it. The visiting nurse does an amount 
of maternity and prenatal work not fully recog- 

There are thousands of young physicians 
who would take cases now cared for by midwives, 
were it not considered undignified work and also 
undignified to accept such a small fee for the ser- 
vice. In éducating the midwife we assume the re- 
sponsibility for her, we lower standards and com- 
promise with wrong, and I for one, refuse to be 


particeps criminis. 
DISCUSSION. 
Dr. WUIAM R. Nionol sow, Philadelphia: With- 
out inspection of every case we cannot control the 


midwife. We have in Philadelphia fi inspectors. 
graduates in medicine, who 
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delivery has taken place. It seems to me that an 
asgociation of this sort could do an immense amount 
of good, if its members worked upon a common 
ground. There appears to be a division of opinion 
into those who favor the midwife and those who do 
not. To me the question at issue is the benefit of 
the women now attended by the midwife. We do 
not believe that the midwife can be eliminated at 

t. and all we are doing is carrying out a 
police supervision,—there is no other word for it. 
The women are brought to account for any infrac- 
tion of requirements. We have saved the lives of 
babies and mothers and improved obstetrics by our 
work, which may be regarded as a temporary ex- 
pedient. I believe that if we had a certain number 
of English speaking, intelligent young women 
trained to care as nurses for women in labor, we 
should be able to get rid of a number of the mid- 
wives. We have nine such young women who have 
been in training from six to eight months.. They 
attend lectures given by one of the inspectors, and 
must see and deliver twenty cases under inspection. 
This is an experiment which Dr. Baldy has given us 


permission to try out, and we believe that the results 


in a year or two will be ; 

Dr. J. Warrtmce Baltimore: When 
you come to face the inspection of midwives in the 
big cities, unless there is a man at the head of the 
work like Dr. Baldy, the effort is going to be a 
miserable failure. One of the greatest advantages 
in modern obstetrics is the development of prenatal 
care. Further development of obstetrics lies in the 
oversight of the woman after confinement, but this 
pre- and post-natal service involves the work of the 


obstetrician, the pediatrist and the social service | pass the 


worker. The crux of the matter is the proper edu- 
cation of doctors to be competent obstetricians. We 
have just begun to understand in this country what 
the obstetrician is. It is much more than a “man 
midwife”. The man who invented the obstetrical 
forceps was named Chamberlen. He called himself. 
Huch Chamberlen, man midwife. “Man midwife” 
and “aecoucheur” are two terms that raise my ire. 
The “man midwife” has disappeared and the “ac- 
coucheur” is disappearing; what we want is the 
scientific obstetrician. We can get him only by the 
development of our medical education. We need a 
large thoroughly equipped woman’s hospital, where 
everything pertaining to women and child-bearing 
is studied from the point of view of teaching that 
which we now know and for the acquisition of new 
knowledge. Such a hospital has been endowed in 
gy rg, and this should set the pace for other 
es. 

Dr. S. Josxrmen Baker, New York City: I think 
this discussion which has been annual for the last 
five years, is just about as near solution to-day as it 

ever been. and this, it seems to me, is because 
we have failed to get together on the fundamental 
rrincinles of this whole proposition. My interest in 

midwife is solely to make her, as nearly as we 
can, a fit person to give the mothers and babies their 
essential care, but it is an absolute impossibility to 
abolish her in the city at the present time. The 
Situation in regard to their work, particularly in 


bidity following the work of the midwife, jhe is, I 
sume. ng personal opinion. sta- 
tisties of New York do not bear this out. The mor- 
tality and morbidity of mother and baby attended by 


midwives is, in most instances, in proportion, less 
than that among those attended by physicians. We 
are coming to the better education of the medical 
student, but in the interim we are doing, just 80 
far as we are able, that which seems the most effi- 
cacious and most nearly protects the mother and 
baby. We ask if you have anything better? Many 
of you say eliminate the midwife. t we want is 
a practical, working program that is better than 
that which we have at the present time. The mid- 
wife is being eliminated. We have in New York 
only half as many as there were seven years ago, as 
Dr. Edgar has told you. It is probable that this 
elimination will come about by making the standard 
so high that none of the ignorant and untrained 


they are beginning to look upon the health depart- 
ment, not as something to be feared, but as some- 
thing which is a very definite help to them. Through 
such co-operation we believe we shall obtain re- 
forms more effective than those by radical measures. 


Dr. ArtHur B. Emmons, Boston: Nothing is be- 
midwife. 


among the graduates of the lying-in hospital we 
have a number of young physicians who attend these 
patients, receiving from five to ten dollars, depend- 
ing upon the section in which the women live. The 
follow-up work is done by the visiting nurse, and 
I am satisfied with our results from a medical point 
of view. I have worked the idea out with gradua- 
ates in medicine with the thought of its adoption in 
other parts of the country. Pennsylvania is leading 
this country in its requirements for medical 
licensure. 

Dr. ApraHamM Jacom, New York City: The paper 
of Dr. DeLee is well written but it does not con- 
tain anything that has convinced me at all. The 
paper of Dr. Baldy will carry conviction. Dr 


same time I read that 52,997—three less than 53,000 
women—have been confined in their homes by mid- 
wives. That tells the whole story. Fifty-three thou- 
sand in New York City, and more than a million 
women in tht United States must have midwives. 
If you want to do a with the midwives, let these 
women who want midwives be satisfied that they 
are in just such hands as they want to have about 


practise whether you want them, whether licensed 
or not, and it is infinitely better to see that the care 
given by the midwives is at least adequate. In pre- 
natal work my experience is that the midwife is one 
of our best co-operators in referring the mother to 
us for instruction; and, contrary to what has been 
said, the women do engage the midwife quite as early 
s women engage the doctor. We are having meet- 
Our law registers physicians, and if a midwife wants 
to qualify before the Board of Licensure, she must 
examination. It is interesting to note that 

he daughter of one midwife has already done that, 
—has taken a course in medicine and qualified as a 
physician. I believe this plan which we have in 
Boston is an answer to the question of eliminating 
the midwife. We have been working out a plan of 
holding prenatal clinics and conferences. From 
as it did a year ago. He is going back upon himself 
a little, and I am very sorry for it. I am interested 
only in the poor woman of the people. In its last 
report I read that the Lying-in Asylum of New York 
has taken care of about 6,000 women, and at the 
r them or that they can afford to pay for. I know 
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what I am talking about, for I have been a mid- father receives less than $10.00 a week has about 
wife myself. I do not know whether you know half the chance of life of the one whose father earns 
what a midwife was fifty or sixty years . I was twice this amount. Our life-saving advice to the 
midwife at that time at a five or ten dollar fee. mother must be accompanied by an industrial order, 
I attended the woman — i 41 oy * which gives a liying wage to the father. 
I attended the baby. w t . 
washed it the next day, and for eight to ten days,— — ee 
nine days was the usual time. I do not know Dkr. Lee K. Kranket, of the Metropolitan Life In- 
whether you have heard of those antediluvian times. | surance Company, New York City: The paper pre- 
Dr. Georce W. Kosuak, New York City: I dif- sents an historical account of the development of 
fer with Dr. Baker in believing that the problem of | organized protection for motherhood, showing that, 
the midwife is no nearer solution than when we be- from the 13th century provision, either in the home 
gan this discussion. We have advanced in that or in hospitals, was made under the auspices of 
those who favored her are admitting that this prac- philanthropic agencies for the care of indigent 
tice must be eliminated. There is no stronger argu- | women in childbirth. Changed industrial conditions 
ment for the elimination of the midwife than the have necessitated legislation protecting women work- 
statement that she should be under supervision. ing prior and subsequent to maternity. In practi- 
Dr. WiriuiaMs, Health Commissioner, New York: | cally all European countries such legislation has 
There is no demand for obstetric hospitals or dis- been enacted under which women are forbidden to 
pensaries in the rural districts; there is a demand | work for periods varying from two to six weeks be. 
for good midwives. If the midwife is not available, fore and after confinement, while in the United 
the farmer’s wife cannot get anyone but the neigh- States in only four States has such legislation been 
boring farmer’s wife to look after her. For myself, | established. These States are New York, Vermont, 
I expect to see the midwife in the State of New York | Massachusetts, and Connecticut. The next logical 
for some time, and I intend to see that some such | step to this compulsory legislation was the develop- 
supervision as that developed by Dr. Baldy is estab- | ment of a scheme of insurance for the lying-in pe- 
lished. riod to replace the wages lost, and such schemes of 
The following officers were elected: insurance have been organized in nearly every Euro- 
President, Dr. S. McC. Hun. L. Philadelphia. pean country. In Italy alone has the insurance plan 
President-elect (1917), Dr. W. C. Woopwand, | developed as a distinct maternity insurance to which 
Washington. both employer and employee contribute. In other 
First Vice-President, Dr. Josern S. Nerr, Phila- countries insurance against maternity is a phase of 
delphia. general sickness insurance, the dues being paid by 
Second Vice-President, Dr. THomas MoCrravx. all members of the scheme. It has been estimated 
Berkeley. that under a sickness insurance scheme in which 
Secretary, Dr. Pu Van Incen, New York. practically all of the working element of the popula- 
Treasurer, Mr. Austin McLananayn, Baltimore. tion are members, it would be possible to give ma- 
Executive Secretary, Miss Gertrtpe B. Kwtpep,|ternity benefits for a period of from four to six 


Baltimore. weeks and in addition medical care and medicine at 
The next place of meeting, Milwaukee. a cost varying from one-half to one and one-half 
per cent. of the wages. I believe that if a scheme of 

ECONOMIC ASPECTS OF INFANT WELFARE. maternity insurance were developed in the United 


; é ; ; States it would be wiser to make it a general sick- 
Joint Session with Philadelphia County Medical ness insurance scheme rather than a specific ma- 
iety. ternity insurance. 
Mr. Suerman C. Kinostey, Chicago, Chairman. 
TO WHAT EXTENT MAY THE MOTHER SUBSTITUTE PRO- 
WAGES AND EMPLOYMENT AS FACTORS IN INFANT PRIETARY PREPARATIONS FOR THE ADVICE OF A PHY- 
MORTALITY. SICIAN. : 


Mr. Suerman C. Kixestey: Districts which have Dr. Cart L. Ausperc, Washington, D. C.: The 
the largest measure of poverty have also a higher question involved is one of vital interest to the 
mortality from all causes than have localities better | mother, the physician, the welfare worker, the dealer, 
circumstanced. It is difficult to assess baby deaths and state and federal officials. The health officer 
definitely against low income, but poverty involves | must be as fair in his acts as it is humanly possible 
housing, overcrowding, quality and amount of food, to be. The mother in giving proprietary remedies 
sunlight, air and wholesome leisure for mothers. | is governed by false ideas of economy and conveni- 
The infant welfare program has many points in ence, and the truth should be presented to her by all 
common with that promulgated in the early days possible means. The physician has a public and pro- 
of the anti-tuberculosis crusade, and the brilliant fessional duty in the education of the public upon 
achievements of the former have resulted largely | this vital question. The dealer is concerned solely 
through overcoming difficulties of circumstance and from the business standpoint. The solution lies in 
environment. The correction has come through an educated public opinion. 
wisdom and advice, the gifts of the community taken| In the annual business meeting held on Thursday 
to the mother and child through the medium of the morning reports were received from affiliated socie 
doctor and the nurse. Among the last trench opera- ties. Through its affiliated membership the Associa- 
tions, however, in this warfare, deep-seated and ob-|tion is in touch with baby-saving activities in 71 
stinate are difficulties due to inadequate wages. | cities, representing 28 states, the District of Colum-, 
With the baby, as with communities, life and health | bia, Canada and the Philippine Islands. The activi- 
are purchasable. Figures show that babies of fami- ties covered by these organizations include: 
lies living in one room have less than half the|natal care and instruction of expectant mothers; 

chance of those living in four; and the infant whose infant - feeding conferences; milk stations; instrue- 
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thers in care of babies, well and sick ; hos- 
Wah for babies; care of homeless i . social 


Da. Gavin S. Fur rox, Louisville: In our babies’ 
milk station we have done away with the rule of 
giving free milk to everybody and give it only to 
those in great need. 


in which a weekly clinic is held with a doctor and 
sine in. attendanse. We have had a death rate 


among the children 0 
Dr. J. H. Mason Knox, Baltimore: We have been 
able to enlarge our work during the past year by the 
addition of four new welfare stations. We have a 
supervising nurse in the central office where the mat- 
ter of publicity is looked after. The new features 
of our work have been possible by funds given us 
largely through an educational campaign carried on 
1 the Baltimore Sun, and by an alliance of eight 
our federated charities. We have in connection 
with the Johns Hopkins clinic a nurse visitation 
service and we are undertaking the visiting of all 
i cases. We have access to the birth regis- 
trations of the city, and every week our nurse visits 


the homes of the newborn babies. In this way we | dren. 


shall be able to keep the newborn babies under skill- 
ful advice for the first year of their existence. 

Dr. Tuomas B. Coorey, Detroit: An in 
new departure which we made in Detroit was to 
establish a health center in a manufacturing village 
on the edge of our city. We have had here a baby 
dispensary. In the first quarter the mortality for 
the village. as a whole, was reduced from approxi- 
mately 27% to 17%, and in the district where in- 
tensive work was done, the mortality dropped 
28.8% to 12.6%. 


Miss Heten Macponatp, Hamilton, Ontario: We discha 


have had an encouraging year. We have had re- 


quests for new stations and have opened two perma- | she 


nent ones with weekly clinics. We have only volun- 
teer workers. 

Miss Carr of Montreal: We have 23 French and 
five English stations, all supported by the city. We 

e people coming to them from almost every 
nation in the world. 

Dr. JosEPH S. Watt, District of Columbia: We 
have had an increased attendance at our welfare sta- 
tions from 76 in the first year to 1749 in the present 
year. We established the prenatal work two and a 
half years ago, and the total number of mothers 
reached is 244. We have added to our nursing staff 
a prenatal nurse and a field nurse. Every one 
our mothers has had the ability to breast-feed 

" babies, and satisfactory results have been ob- 
1 instituting the four-hour nursing schedule 


the mother can go 

or have the baby taken to her. We have 

three four a werk fe our milk sta- 
e sta ttractive 

Possible and loc upon them as mothers’ clubs. 5 


Dr. Henry F. Hetmnouz, Chicago: I can report 
for Chicago an increase of from 5400 to over 8000 
cared for at our milk stations. We have worked 
successf in co-operation with the Illinois Home 

iety.. A special nurse visits all the 


babies and sees that the foster mothers come to an 
infant welfare station once every two weeks. 

Dr. N. Braptey, Philadelphia: Among 
the newer activities of our baby welfare work is an 
investigation of the manner of control of homes for 
children under three years of age, and a plan has 
been worked out for their government. An effort has 
been made to have hospitals t certain regula- 
tions helpful to child welfare, in the matter of num- 
ber and lengths of visits to children in the hospitals, 
the wearing of gowns by visitors entering the wards, 
in the answering of inquiries by some one in inti- 
mate charge of the patient with the least possible 
delay. One other activity has been the establishment 
of a wet nursing bureau under the control of the 
new department of child hygiene which has come 
about largely through the efforts of the Babies’ Wel- 
fare Association. : 

Dr. J. Hersert Younc, Boston: The work of our 
baby welfare association has grown from 738 babies 
under our care in 1909, to 4679 for the year ending 
October, 1915. This means that approximately 25 
per cent. of the entire infant population of Boston 
is now receiving milk and nursing at our twelve 
stations. Our medical staff has increased from 14 
to 24 physicians. Almost without exception these 
men are ialists in the care of infants and chil- 

Although we are still unable to pay our phy- 
sicians, these appointments are highly esteemed. 

Miss Mary Arnotp, New York: Our Babies’ 
Welfare Association is a federation of all organiza- 
tions affecting babies directly or indirectly. Our 
Board of Health sends a letter to all mothers losing 
their babies, asking if they would like to nurse an- 
other. A nurse is sent to inspect the case, and if the 
conditions are satisfactory, the mother is sent an- 
other baby to nurse. The Association acts as a 


from clearing house in the federation. We have now 


fifteen hospitals which report their babies to us on 
i rge. nurse in the milk station waits to 
see whether the mother brings her baby to us, and if 
does not, visits the home, so that in the first 
month of life the baby may receive the care it needs. 

Dr. Cotiins H. Jonnston, Grand Rapids: We got 
our inspiration from Cleveland, where we sent our 
first delegation four years ago. Our death rate has 
not been above 10% in the last five or six years. We 
have two outdoor clinics and shall have two more 
this fall. “I would rather have the nurse of the infant 
welfare than any doctor in this city with my baby,” 
I hear almost every day. As one of the baby doctors 
of Grand Rapids, you can imagine the pleasure I 
take in hearing that. From all over Western Michi- 
gan people bring their babies to Grand Rapids, not 


of | to any individual but to our infant clinic. 


Dr. Gronda W. Cox an, Rochester: We are trying 
to link our baby welfare work with the schools, plac- 
ing the emphasis chi upon education. We also 


. | have a day nursery for care of children of women 
0 to work away from home, and in one school 
we have 35 children under three years of age. We 
give them a decent meal, have provided a victrola and 
altogether they have an exceedingly satisfactory 
time in this station. Our aim is prenatal and post-. 


natal work with the care of the child after it leaves 


mothers and babies; visiting nursing, town and 
* state ts of health. 
homes in which the Aid Society has pla ita : 
ing side has not abated. In our obstetrical clinic 
which has been in operation for two years—we 
started out without money and are still without 
money—we have discontinued its connection with 
the University of Louisville and are running it 
solely from the standpoint of helping the child and 
| out the student side. We have five stations 
II 
We have an eight-hour law in our city, and thi 
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the milk station, so that it may not be thrown on a 
one- to five-year scrap heap. At five years, when 
entering the school, the school physician will follow 
it up until it goes to work. This, it seems to me, 
should be the real aim of welfare work. 

Mrs. Max West, Federal Children’s Bureau, 
Washington, D. C.: We are ing for a nation- 
wide baby week next spring. e have prepared a 
circular of information which we are glad to fur- 
nish upon application. The Children’s Bureau is 
especially anxious to deal with the rural problem. 


THE VALUE OF NEGATIVE GENETICS. 


Proressor E. G. Conxuin of Princeton Univer- 
sity: The question has been proposed to me, “How 
the number of births of children receiving a faulty 
heritage from their parents may be reduced.” Theo- 
retically, it may be slightly reduced by segregation 
or sterilization of the parents; practically, this can 
be applied only to the most defective individuals 
who are usually under the care or duress of the 
state, and it would not reduce the number 
of defective children. Many defective children are 
born of normal parents who still carry the taint in 
their blood; if such persons could be prevented from 
having offspring, a much larger reduction in the 
number of defective children would result. Finally, 
many defective children are born of apparently nor- 
mal lines; in some cases these defects may be traced 
to adverse environment, in many cases their causes 
are wholly unknown. If the methods of animal and 

lant breeders could be rigidly applied to man, there 

is no doubt that a great improvement could be 

effected in the human race, but for many reasons 
methods cannot be closely followed. 


Mr. Homer Forks, President: While in New 
York State we have a law looking toward the sterili- 
zation of the undeniably defective, it has not been 
urged by the social workers of the state and has re- 
mained a dead letter. It is the consensus of opinion 
among social workers in New York that the segre- 
gem of the metally deficient should be brought 

ut. 

Dr. CHARLOTr TE Assey, Philadelphia: I am in- 
clined to believe that the fact of 30 per cent. of nor- 
mal parents bearing defective children is due to 
lack of responsibility and ignorance of the laws of 
nature. When our teaching emphasizes the fact 
that the act which brings a child into the world 
must be kept sacred, as Nature intended, children 
will be well born. 

Proressor Coxxlx, closing: Undoubtedly the 
best method for the prevention of reproduction by 
the seriously defective lies in one of the two meth- 
ods suggested. tion would probably be less 
offensive to the public mind and more readily en- 
forced than sterilization, and is in large measure 
being done. We cannot bring about the segregation 
of any but the dent class and that can and 
ought to be done. Coming now to the ‘positive side 
of eugenics, it is probable that much more can be 
done here than on the negative side. The rate of 
breeding among the seriously defective is not very 
high. On the other hand the great danger is that 
the good stock shall disappear; the good heredity 
lines are running out A campaign of education is 

em 


they live not unto themselves; that their 


izing to every man and woman that 
most im- 


— 


rtant duty is to leave in the world who 

appy children who shall perpetuate their ideals. 
The saddest thing I know is to see these splendid 
families from which our great men came, disap- 
pearing. We hear the maxim, “As rare as a dead 
mule or a Quaker baby,” and certainly the fine 
stocks are running out in many places. This can be 
prevented by a campaign of education. If we pre- 
vent the reproduction of the best and allow the 
reproduction of the worst the race is doomed. 


THE PROBLEM OF PRENATAL LIFE AND INFLUENCES 
WHICH MAY FAVORABLY AFFECT THIS PERIOD OF 
THE CHILD’s GROWTH. 


Mrs. Max West, Federal Children’s Bureau, 
Washington, D. C.: It has been abundantly demon- 
strated that the proper and adequate care of prospec- 
tive mothers decidedly increases the probability that 
the babies of such mothers will be born healthy and 
normal. The problem is first one of education, for 
until a sufficient proportion of the “effective public” 
appreciates the importance to race of the pre- 
natal period, it will be needless to look for wide- 
spread work of this nature. An important function 
of the Association should be the reporting from 
time to time upon the most practical working meth- 
ods of giving prenatal care and of popularizing the 
work. Medical care, though conspicuously impor- 
tant, can produce only a part of the desired result, 
since the social conditions surounding women at this 
time very largely determine their welfare. 


PREPARATION FOR MOTHERHOOD. 


Dr. Firorence R. Ricwarps, Medical Director of 
the William Penn High School for Girls, Phila- 
delphia: If it be true that “The women hold the 
destiny of the nation,” it behooves us to prepare our 
girls to be good wives, mothers and home ma 
This knowledge comes by careful training, and but 
few parents give this training to their growing gi 
either because of ignorance or of false modesty. Of 
necessity, therefore, it must be done in the higher 
schools by women icians able to speak with 
authority. A broad course in eugenics for girls 
should include a study of the family and the home 
and their value to the state; home nursing; a con- 
sideration of adolescence, marriage, reproduction 
(from the biologic standpoint); care of the baby, 
the racial poisons, prostitution, ete. Gi i 
such a course of study realize more fully the sacred- 
ness and responsibility of marriage and their duty 
to the next generation. 

Dr. W. Grecory, Philadelphia: We need the well 
trained biologist to give to girls and mothers the in- 
formation outlined by Dr. Richards. We need to 
lay special stress uvon the importance of the right 
attitude toward right. It is beautiful to watch the 
development of a flower, but we find that the atti- 
tude toward human life has been abnormal, and 
that that which is the highest and most beautiful of 
all, has ooked upon as something to be 
ashamed of. Mothers, as well as daughters, are 
capable of correct training in this respect, and with 
this training given to mothers, much will have been 
gained without waiting for the next generation. 


PRESIDENT’S ADDRESS. 
ARE BABIES WORTH SAVING? INFANT WELFARE WORK: 
ITS PURPOSES, OPPORTUNITIES AND AGENCIES. 


Mr. Homer Forxs, New York: It has seemed to 
me that the only contribution I might hope to make 
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to this session was an attempt to interpret some 
phases of our work to the general public. Being one 
of that general public, I may, perhaps, sense some 
of their difficulties more clearly than our profes- 
sional members, ru. matter from the 
layman’s point of view u (1) The underlying 
purposes of infant welfare work; (2) The largeness 
of opportunity; (3) Agencies upon which the chief 
reliance must be placed. Under the first heading 
we find the outstanding fact to be that the work is 
preventive rather than remedial. In a very few 
years the infant welfare movement has changed from 
the dealing with the few for curative purposes to 
dealing with the multitude for preventive purposes. 
From every point of view infant welfare must be 
regarded as raising the level at which the struggle 
for existence occurs, not simply a concession 
to humanitarian instincts. From the point of view 
of the largeness of opportunity we find great en- 
ement from the history of recent years that 
infantile illness and mortality are preventable with 
relatively little effort and expense. Compared with 
other large public health movements the reduction 
of infant mortality is simplicity itself. The New 
York State Health Department states that there 
are about 300,000 deaths per annum in the United 
States among infants under one year of age, and 
that 150,000 of these are preventable. For this 
work, we know that elaborate institutions are not 
required. We need chiefly plenty of paper, print- 
ers ink, and trained nurses. I am indebted to one 
of my associates for the suggestion that printer’s ink, 
rightly and continuously applied, will save many 
babies. Baby savine is the bargain counter of 
philanthropy. Infant welfare work is the great 
opportunity of the moment to do somethi:.¢ in which 
everybody must believe. Just how much we can do 
is uncertain, because of many factors, chief among 
which is the lack of vital statistics. Concerning the 
agencies for this work, we find that the bulk of 
* is — done by 1 receiving 
many cases some public aid, with the tendency 
toward the transference of the work two public re- 
wonsibilitv. It seems to me that the job is clearly 
a — — * health generally is certainly 
a public function, and infant welfare is i 
part of the public health problem. 7 


THE POSSIBLE REDUCTION OF MORTALITY AMONG SUB- 
NORMAL INSTITUTIONAL BABIES. 


Dr. S. Josepnine Baker, Director of the Bureau 
2 Hygiene of the Department of Health of the 
ity of New York: The paper is a combined experi- 
mental study of the Bureau of Child Hygiene of the 
rtment of Health of New York, The Child 
lelping Department of the Russell Sage Founda- 
tion, and the New York Foundling Hospital. The 
mortality of infants in so-called “foundling 
asylums” is well known. In properly supervised 
ing gut systems this mortality has been redu 
vailable statistics of the relative value of institu- 
tional versus placing-out care have been gene 
3 ded upon a mass consideration of all infants in 
institution and broadly selected groups of the 
physical type of infants placed out. The 
Present study is based upon the placing out of the 
Pe ow poorest type of institutional infant. These 
ve included the premature infants, severe. cases 
marasmus disorders. The 
ected group included pe i i 


visiting nurses are necessary 
Sources of accident and disease are ignorance and 

improper methods of living. Settlement houses 
ced. teach the family that it is cheaper to prevent dis- 
ease than to cure it, and in consequence, hospital 
rally | costs are reduced. 
ties, and other social organizations are directly re- 
lated to the hospital and its kindred 
it is valuable to preserve entities of social organiza- 
tions, business and benevolence 


been approxi- | the 


mately 100%. The results of this procedure have 
shown a mortality rate decreased to 52%. The ex- 
perimental 


study covered a period of 16 months. 


INSTITUTIONS AS FOSTER MOTHERS FOR INFANTS. 
‘ 
Dr. Aurrep F. Hess, New York City: We are 


convinced that the sweeping denunciation of the in- 
stitutional care of infants is not justified. If the 
administration is poor the babies will suffer whether 
in homes or in asylums, and there is nothing inher- 
ent in either system which leads to health or to dis- 
ease. At present there is no established statistical 
basis of approach to the 
a method 


question as there is no 
of calculating the death rate in an 


institution. This Association would perform a valu- 

able service if it devised a method having the 

proval of experts. It would then become possib 

to carry out comparative investigations of this im- 

— subject in various large cities of the United 
tates. 


REPORT OF A STUDY OF SELECTED COMMUNITIES WHERE 


INFANT WELFARE NURSING IS DONE ON A SMALL SCALE, 
INCLUDING A SUGGESTIVE FORMAL PLAN IN WHICH 
THE VARIOUS FORMS OF PUBLIC HEALTH NURSING ARE 
REPRESENTED. 


Miss Besse S. LeLacnevur, New York: No large 


city in the United States can consider itself up to 
date without a well-defined program of infant wel- 
fare work. There are also countless smaller com- 
munities whose needs are as great and infant mor- 
tality greater. The 1 
215 small towns and 
infant welfare work and general nursing. The gen- 
eral nurses 
infant welfare work to be fitted into their daily 
duties and responsibilities. The committee, there- 
fore, concludes that a suggestive and flexible pro- 
gram should be worked out for the general nurse in 
which the family’s health rather than that of the 
individual becomes the responsibility of the nurse. 


considers the work in 


where many are doing 
eagerly ask for sugestions upon effective 


4 COMMUNITY PROGRAM OF PUBLIC HEALTH NURSING 
AND SOCIAL SERVICE AS WORKED OUT IN FALL RIVER, 
MASS., AND IN DAYTON, OHIO. 


Mr. Ricnarp P. Borpen, Fall River: Social 


agencies should be co-ordinated so that each shall 
work in its special 
gether. Health is 
ciency. Hospitals are expensive, and it pays to 
avoid the necessity of hospital care. 


rtment and all work to- 
ntal in community effi- 


ore, 
adjuncts of hospitals. 


Day nurseries, children’s socie- 
agencies. While 


should combine. 


Miss Gorpon Fox, Washington, D. O.: 


Believing that the old plan of specialization in p 

lic health nursing was 

efficient, in 1914 the goes Nurse Association, 
Tuberculosis Society, the Departmen 


ub- 
wasteful, confusing and in- 
t of 


) 


| 
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Health of the City of Dayton, Ohio, “pooled” their 


quarters. While each 

own autonomy and raised its own 
of the three was administered as a unit. The nurs- 
ing specialties were eliminated, the city was divided 
into small districts, one nurse to a district, and each 
nurse did all kinds of nursing in her own district. 
The infant welfare work was greatly increased in 
quantity and quality as a result of this plan of cen- 
tralization and ization. The infant mor- 
tality rate fell from 133 during the four summer 
months of 1913 to 85 during the same period of 
1914. This was felt to be largely due to the effi- 
ciency of the new plan of administration. 


DISCUSSION: SPECIAL VERSUS GENERAL NURSING IN 
INFANT WELFARE WORK. 


Dr. H. J. Gerstenpercer, of Cleveland: That 
which we most desire to accomplish is the adoption 
of a plan which will bring the best results to the 
individual and to the community. I have believed 
for many years that the best results in public 
health and social work are to be secured by placi 
all of the work of a district in the hands of one 
worker, who shall be supervised and directed by a 
physician who, upon the basis of knowledge and com- 
conan, & competent to Rave supervision ond 

rection. 


Miss Marte Puetax, Chicago: The infant wel- 
fare nurse must be interested in the family and in 
the sanitary conditions of the home that she may 
create a proper environment for the baby. It is 
through her influence that the father is referred to 
the tuberculosis clinie and the nurse is welcomed to 

ve information concerning the conditions of the 

me. The question of more than one nurse coming 
into the home has been greatly over-estimated: in 
reality there is litle fear of overlapping. In only 
two families in eighteen districts were the infant 
welfare nurse and the district nurse visiting at the 
same time. I think but few nurses are capable, 


mentally and physically; to look after every branch 
of nursing. 


Dr. S. Josrymer Baker, New York: I take issue 
absolutely with Mr. Borden that the function of the 


public health nurse is nursing the sick. Those of 


us who heard Mr. Folks’ address could not but be im- 
pressed with the emphasis he placed upon the pri- 
mary function of this Association being the preven- 
tion of infant mortality. Just in so far as we em- 
phasize that note shall we be successful. The nur- 


ture of the well has its place in contradistinction to 


the nursing of the sick. If we are going to deal 
only with the sick baby, our ideas will be so diverted 


from the main purpose that our well baby is going 
to stand in the background. In our municipal work 
when we have tried to keep the well baby well, our 
mortality has dropped sharply. The public health 
nurse, from the point of view of the department of 
health, is a sanitary officer with the education of a 
nurse. She is a teacher, but she is not like the dis- 
trict nurse, a nurse of the sick. There is great 


danger of overspecialization, but not necessarily so 


Book Reviews. 


The Medical Clinics of Chicago, Vol. I, No. 4, 
January, 1916. Philadelphia and London: 
W. B. Saunders Company. 


The fourth number of the Medical Clinics has 
nine contributors. The subjects discussed in. 
clude the Schick reaction, tic douloureux, mala- 
ria, cerebrospinal meningitis and infantile la 
grippe, among others. The discussion is usually 
presented in the form of an informal clinical 
lecture, based on a particular case. In other 
words, the Clinics represent a number of case 
reports, quite unrelated, with a certain amount 
of space devoted to the personal views of the 
contributors. The publishers promise that be- 
ginning with the March number, there will be 
contributions by Dr. Case on Roentgenological 
subjects. 


A Treatise on the Principles and Practice of 
Medicine. By Artuur R. Epwarps, M.D. 
Third edition, thoroughly revised and re 
written. Philadelphia and New York: Lea 
and Febiger. 1915. 


Dr. Edwards is Professor of Medicine in the 
Northwestern University Medical School in 
Chicago. The plan of the third edition, like 
that of its predecessors, is along the conventional 
lines of medical text-books. The scope of the 
book covers the whole range of medicine, includ- 
ing diseases of the nervous system. It is, of 
course, impossible for one man to write with 
authority on all the subjects covered in this vast 
range. Dr. Edwards is unusually successful in 
avoiding errors. The book is well balanced, not 
only as a whole, but in the discussion of indi- 
vidual diseases. The discussion of treatment 1s 


Principles and Practice of Physical Diagnosis. 
By Joun C. DaCosta, In., M.D. Third edi- 
tion, thoroughly revised. Philadelphia and 
London: W. B. Saunders Company. 1915. 


The first edition of this book appeared in 
1908. The third edition brings the work up to 
date by including recent advances, particularly 
in electro-cardiography and radiography. It 18 
essentially a discussion of the technical methods 
for the detection of thoracic disease. In the 
book of 560 pages, less than 70 pages are de- 
voted to abdominal diagnosis. The author con- 
fines himself strictly to physical diagnosis. Diag: 
nosis by history and diagnosis by laboratory 


if our ideals are kept clearly in mind. 


methods are not included. 


particularly good in its brevity and soundness. 
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IMPORTANCE OF INFANT WELFARE. 


Tux week of May 8 to 13 was observed both 
in New York City and in Washington, D. C., as 
“baby week, and Sunday, May 14, as ‘‘moth- 
ers’ day’’ throughout the United States. 
Numerous public meetings, clinics, and demon- 
strations were held during the week, and ad- 
dresses were made by leading pediatricians and 
public health officials. In Washington an in- 
fant welfare exhibit was held under the direc- 
tion of the local Twentieth Century Club. In 
New York the National Child Welfare Associa- 


non gave a series of teas and lectures in its gir 


rooms. Whatever the ultimate value of such 
observances, they at least serve to direct public 
attention and interest toward some of the im- 
portant problems of infant nurture, mortality, 
and welfare. 

In this conjunction the present issue of the 
JourNaL is published as a special pediatric 
number, analogous to the cancer number of 


July 15, 1915, and the obstetric number of 
March 30, 1916. It contains a number of ar- 
ticles on pediatric topics by well-known mem- 
bers of the profession, and the reports of meet- 
ings of several pediatric societies. Among the 
latter especial attention is called to the report 
of the sixth annual meeting of the American 
Association for Study and Prevention of Infant 
Mortality, held last fall in Philadelphia, in con- 
junction with the Philadelphia County Medical 
Society. Boston members have taken a leading 
part in the work of this organization, and the 
report of its proceedings at this time, together 
with those of the New York and New England 
Pediatric Societies, is particularly appropriate 
in this issue, devoted to the consideration of cer- 
tain medical topics of importance in infant wel- 
fare. 
o— 


THE PREVENTION OF VULVO- 
VAGINITIS. 


In this issue of the JourNaL are published 
two papers dealing with the management of dis- 
eases due to the gonococeus. The prevention of 


“| these diseases is a vast proposition, the handling 


of which the world must some time seriously 
attempt. Steps are being taken now and then 
to separate pieces of this problem from the 
main issue and to handle them one by one. The 
prevention of the spread of vulvo-vaginitis is 
one of these. Two years ago the American Pe- 
diatrie Society appointed a committee to con- 
sider the question of the occurrence and pre- 
vention of this disease. This committee report- 
ed to the Society at the recent meeting in Wash- 
ington. The report, as finally adopted, is as 
follows: 

1. That the American Pediatrie Society ad- 
dress a special letter to health officers, contain- 
ing the following recommendations: 

A. That cities be required to provide ade- 
quate hospital and dispensary facilities for the 
care and treatment of children having vaginitis. 

B. That matrons be placed in charge of the 
irls’ toilet rooms in public schools. 

C. That toilet seats embodying the principle 
of the U-shape be used in all schools and that 
the toilets be of proper height for different ages. 

D. That city and state laboratories be em- 
powered and equipped to make bacteriological 
examinations for physicians when patients can- 
not afford to pay a private laboratory fee. 

E. That educational literature on the sub- 
ject of vaginitis be prepared and distributed to 
mothers through the medium of physicians, hos- 


| 
| 
ALcerNon Cooles, M. D., Boston. 
Homer Gaes, M. D., Worcester. 
Joe. E. M. D., Boston. 
Lyman A. Jonss, M. D., North Adams. 
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pitals, dispensaries, health centers, municipal 
visiting nurses. 

F. That asylums for children and day nurs- 
eries be licensed, and that the license be not 
granted unless: first, the institution has ade- 
quate facilities for the recognition of gonococ- 
cus vaginitis; and second, the institution ex- 
cludes children having this disease if they 
cannot be properly isolated. 


2. That the American Pediatric Society ad- 
dress a special letter to hospitals which care for 
children, containing the following recommenda- 
tions: 

A. That separate wards be maintained for 
the treatment of children with vaginitis who are 
also suffering from other diseases. 

B. That microscopic examination of smears 
be made before admission to the general wards 
of the hospital. In securing material for the 
smears extreme care should be taken to observe 
rigid aseptic precautions. ; 

C. That observation wards be provided. 

D. That individual syringes, bed-pans, cathe- 
ters, clinical thermometers, thermometer lubri- 
cant, wash basin, soap, powder, wash cloths and 
towels be provided. 

E. That single service diapers be used (at 
least for girls); or, that diapers be sterilized in 
an autoclave at 15 pounds pressure for five min- 


utes. 

F. That nurses be required to make daily 
inspection of the vulva of each girl at the time 
of bathing and to report immediately the pres- 
ence of the slightest suggestion of a vaginal dis- 


charge. 

G. That low toilets be provided and 
equipped with seats embodying the principle of 
the U-shape. 

H. That for routine purposes, the spray be 
used in place of tub baths for the bathing of 
2 girls, and that older girls be sponged in 


I. That nurses receive speeial instruetion as 
to the nature of vaginitis, the ease with which 
it is transmitted, the methods of preventing its 
spread and the necessity for rigid aseptic sur- 
gical technic in its handling and treatment. 

J. That a dispensary with special facilities 
for the treatment of gonococcus vaginitis be 
provided. 

K. That nursing care and supervision be 
given in the home. 

L. That mothers be instructed as to the dan- 
gers of vaginitis, the manner in which it is 
transmitted, the best method of protecting other 
children, and the necessity of prolonged obser- 
vation. 

M. That all cases of vaginitis under observa- 
tion be voluntarily reported to the local health 
officer in states or cities where no legal require- 
ments are in force. 


The question whether children known to have 
gonocoeccus vulvo-vaginitis should be quaran- 


tined brought forth varying opinions. Those in 
favor of their exclusion held the belief that 
schools were important factors in the spread of 
the disease, and that healthy children should 
not be exposed to the danger of infection. Those 
opposed to exclusion argued that with proper 
toilets (the U-shaped seat), and proper super. 
vision of children during recess, the chances of 
contagion were less than if infectious children 
were kept in school and allowed to play un- 
watched. Idleness throws many a temptation 
before one, and especially in the case of chil- 
dren already aroused sexually, as no doubt a 
considerable number of girls with vulvo-vagi- 
nitis are, the long hours with nothing to do are 
full of danger for smaller brothers and sisters 
and for other children after school. The wel- 
fare of these girls themselves must be consid- 
ered. If innocently infected, why should they 
be deprived of education for the period during 
which they are under treatment. If infected 
through improper practices, all the more reason 
why they should come under the influence of 
teacher and school nurse, and, while still in the 
plastic age, be diverted from the sort of life 
towards which they are started. That the 
disease is not rare is shown by the figures from 
the out-patient department of the Massachusetts 
General Hospital, where during 1915, 64 cases 
were treated, and in the first four months of 
1916, 33 new cases were admitted. These are all 
foci from which the disease may be spread, and 
in the prevention of its dissemination there is 
need for the highest kind of codperation be- 
tween the medical attendant, the mother and the 
school or visiting nurse. : 

The infection of little girls in hospital wards 
is a disgrace to modern medicine. It is pre- 
ventable ; the recommendations of the American 
Pediatric Society point the way. Let us see to it 
that another two years show that this excellent 
advice has been followed. 


— 


EXAMINATION OF SCHOOL CHILDREN 
IN BOSTON. 


ATTENTION is called to the report on page 744 
of this issue of the Journau by the Director of 
Medical Inspection in Boston schools. Of a to- 
tal of 49,777 pupils examined, 14,985 were 
found to be without defects. Taking into con- 
sideration the fact that hypertrophied tonsils 
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(in 9,812), defective teeth (in 28,101), and skin 
diseases (in 1,938) were, of course, counted as 
defects, these figures are not so discouraging as 
they at first appear. 

The discovery of serious disease, such as tu- 
berculosis (pulmonary in 24 cases, of bones and 
joints in 49 cases) and organic cardiac disease 
(in 725 cases) proves the value of the examina- 
tion of school children. The discovery of se- 
rious disease, important as it is, must not blind 
us to the significance of the finding of the less 
serious defects, such as nasal deformities, poor 
teeth, faulty posture and malnutrition. After 
all, the majority of children with organic car- 
diac lesions will always be handicapped, and all 
the medical care in the world cannot bring them 
up to the average physical standard. The same 
amount of medical care applied in good season 
to those with the minor defects will give better 
returns, inasmuch as children suffering only 
from the latter may be made practically perfect, 
as far as physical efficiency is concerned. 

It is discouraging to note that 243 mentally 
deficient have been found, to add to the 15,000 
already listed in Massachusetts. 


E᷑E- E6üwU— 


MEDICAL NOTES. 


IxraxT Mortauity 1s New York Crrr.— 
Infant mortality studies made in connection 
with Baby Week by Registrar Guilfoy of the 
New York City Department of Health indicate 
that deaths from congenital defects are more 
prevalent among babies of the rich than among 
the babies of the poor. This is all the more re- 
markable since the infant death rate as a whole 
is much lower among the wealthy classes. Ac- 
cording to Guilfoy, the chances of New York 
— ’s babies vary to location, as fol- 
ows: 


On Central Park West 25 babies outgof every 
1000 born die in the first year. 
In the Dyckman section of Manhattan, 
babies out of every 1000 born die in the first 

year. 

On the Lower East Side 73 babies out of 
every 1000 born die in the first year. 

In San Juan Hill (West 60th Street) 314 
babies out of every 1000 born die in the first 


year. 


The infant mortality rate for the entire City 
of New York, based on the 141,256 births re- 
ported during the year, was 98 per one thou- 
sand, that is to say, 98 children died out of 
every one thousand born during the year, ap- 
proximately one in ten. This rate compares 


2 with that of the large eities of the 
world: 


The rates for 1915 in some of the large 
American cities were as follows, per 1, 000 ba- 
bies born: Baltimore, 120; Boston, 104; Buffalo, 
108; Chicago, 114; Cleveland, 110; Denver, 
131; Detroit, 104; Louisville, 113; New Orleans, 
120; Philadelphia, 105; Pittsburgh, 110; Wash- 
ington, D.C., 110. 


EUROPEAN WAR NOTES. 

NEED For Rep Cross AMBULANCES IN FRANCE. 
The national headquarters of the American 
Red Cross at Washington, D. C., has recently 
received from Mr. H. H. Harjes, president of 
the American Relief Clearing House in France, 
a letter stating, in part as follows, the great 
need for more Red Cross ambulances in that 
country : 

„The original American Red Cross unit is 
doing good and satisfactory work in every re- 
spect. It has transported to date about 16,000 
wounded. All the men are devoted and full of 
energy, and the service they are rendering is 
much appreciated. Some weeks ago the Gen- 
eral Headquarters expressed the desire that all 
American units, and, in fact, all Americans 
working with the army in connection with the 
transport of wounded, should come in under the 
American Red Cross, and asked me if I would 
take up the matter with you, their object being 
to centralize all the good work being done 
through one responsible channel, and in order 
to establish a thorough and proper control. 
Hence my various cables to the Red Cross. It 
was a great satisfaction to the General Head - 
quarters when you gave your consent to this 
being done. 

„A unit known as the American Volunteer 
Motor Ambulance Corps, having Richard Nor- 
ton at its head, has now come under the Amer- 
ican Red Cross. His section was, up to quite 
recently, under the British Red Cross, and has 
been doing excellent work. I have also lately 
organized a ski section for the t rt of 
wounded on ski sleighs. This section is oper- 
ating in the Vosges, and is doing good and 
valuable work. All the volunteer American 
work in the field has been splendidly done and 
is extremely appreciated by every one. Un- 


50| fortunately, there is no doubt that there is need 


for more help, particularly in the line of trans- 
portation for the wounded. 

„J am most desirous of bringing about the 
creation of two new regular sections of twenty- 
two cars, these to be attached to a division in 
the field. Experience has shown that, with the 
exception of certain localities where the light 
car may be more handy to get over bad roads, 
the best equipment of a section is a uniform 
make of strong, big, high-powered cars, allow- 
ing for a large ambulance body for five or six 
men lying down, and as many as to 
twenty sitting, with plenty of power to do 
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quick evacuation work when fully loaded, these 
cars to be intermixed possibly with half a dozen 
lighter cars to cope with special conditions. 

„Do you think it would be possible to get 
donated, say, forty-four chassis, of which, say, 
thirty-two are high-powered big cars and twelve 
light cars, and to get sufficient funds for the 
building here of forty-four ambulance tops at 
a cost of 1,000 f. each, the cars to have as drivers 
American volunteers and to be put under the 
American Red Cross? If this could be accom- 
plished it would be a very great and needed 
help and would reflect further credit on the 
already wonderful work of the American Red 
Cross in France. The uniforming and the nec- 
essary fund for the upkeep of the personnel, 
it seems to me, could possibly be found here, 
and consequently the only donation desired 
from America is for the chassis and the ambu- 
lance tops. 

The American Red Cross, as a result of Mr. 
Harjes’s appeal, announces its willingness to 
receive the donations for the purpose stated. 


Erricacy oF ANTITYPHOID INOCULATION.—At 
the annual congress of German army surgeons 
at Warsaw, recorded in a recent issue of the 
JOURNAL, report was made by Surgeon-General 
Hiilmermann of the gratifying efficacy of anti- 
typhoid inoculation in the German Army. 
Many million persons have been thus inoculated 
in Germany, with few injurious effects and no 
deaths. There has also been a practical disap- 
pearance of typhoid fever. During the month 
of December, 1914, for instance, there were in 
all Germany only one-fourteenth the number of 
cases there were during the corresponding pe- 
riod of 1870. 


Rep Cross Supplies rox GERMANY.—In re- 
sponse to recent American protests against the 
British embargo on medical supplies from the 
United States to the Teutonic Powers, a report 
from London on May 12 makes the following 
statement: 

„The position of the British Government in 
this matter is quite elear. They are prepared 
to allow the dispatch of medical supplies to any 
American Red Cross units which may be work- 
ing for the Central Powers, upon receipt of 
assurances as to their employment. They are 
not, however, prepared to allow medical sup- 
plies to be generally imported by the enemy. 

If the enemy suffer a shortage of certain 
commodities for medical purposes owing to the 
demands of the military services, their remedy, 
if they wish to safeguard the interests of their 
wounded, is obviously first of all to allocate a 
sufficient amount of available supplies for these 
purposes. 

BOSTON AND NEW ENGLAND. 


Tux WeEexK’s Drarn Rate Boston.—Dur- 
ing the week ending May 20, 1916, there were 
227 deaths reported, with a rate of 15.57 per 
1,000 population, as compared with 234 and a 


rate of 16.30 for the corresponding week of last 
year. There were 33 deaths under 1 year, as 
compared with 39 last year, and 62 deaths over 
60 years of age, against 78 last year. 

During the week the number of principal re- 
portable diseases were: Diphtheria, 32; scarlet 
fever, 34; measles, 227; typhoid fever, 3; 
whooping cough, 31; pulmonary tuberculosis, 
51. 

Ineluded in the above were the following cases 
of non-residents: Diphtheria, 4; scarlet fever, 6, 
and tuberculosis, 5. 

Total deaths from these diseases were: Diph- 
theria, 4; measles, 5; scarlet fever, 3; whooping 
cough 1; pulmonary tuberculosis, 23. 

Included in the above were the following 
deaths of non-residents: Diphtheria, 1; scarlet 
fever, 2; measles, 1. 


Tuimrp Harvarp Unit.—On May 20 another 
group of surgeons and nurses, under the aus- 
pices of Harvard University, sailed for Europe 
on the Andania for service in the 22d General 
Hospital of the British Expeditionary Force in 
France. Though it goes by the name of the 
Third Unit,“ it is merely continuing the work 
begun by the so-called First Unit,“ which 
sailed last June under Dr. E. H. Nichols, 85, 
and of the ‘‘Second Unit,’’ first under Dr. Da- 
vid Cheever, 97, and now in charge of Dr. 
W. E. Faulkner, 87. When the First Unit“ 
sailed it was expected that Units from two 
other American universities would follow it and 
go on with its work. This, however, proved 
impracticable, and Harvard undertook to keep 
the 22d General Hospital supplied until the 
end of the war. 

The chief surgeon of the new Unit is Dr. 
Hugh Cabot, 94, assistant professor of genito- 
urinary surgery at the Harvard Medical School, 
and chief of his department at the Massachu- 
setts General Hospital. The surgeons accom- 
panying him are, with four exceptions, holders 
0 in medicine or dentistry. 
Dr. George C. Shattuck, 01, was a member of 
Dr. Strong’s force in Serbia. Dr. Allen Green- 
wood, M.D., 89, was attached to the First Har- 
vard Unit. Herbert H. White, 93, who has 
served as business manager of both the First 
and the Second Unit, will accompany the Third 
in the same capacity. Thirty-three nurses are 
enrolled with the Unit. 

The roster of surgeons is as follows: 

Dr. Hugh Cabot, M.D., surgeon-in-chief; 
Frederick J. Caldwell, D.M.D., Edward S. Dil- 
lon, 4M.; Thomas A. Foster, M.D.; Allen Green- 
wood, M.D.; Paul Gustafson, 4M.; John W. 
Hammond, Jr., M.D.; Lyman S. Hapgood, 
M.D.; Edward Harding; Carleton Ray Met- 
calf, M.D.; George B. Packard, Jr., M.D.; Har- 
rison L. Parker, D.M.D.; Charles W. Peabody, 
4M.; Wayne S. Ramsey, M.D.; Carl Merrill 
Robinson, M.D.; George Maurice Sheahan, 
M.D.; George C. Shattuck, M.D.; Harold W. 


Stevens, M.D.; Henry R. Viets, Jr., AM.; H. H. 


— — — 


— 
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White; and Drs. Dennis R. W. Crile, Norman 
M. Keith, Ralph C. Matson, Robert S. Stevens. 

Of this group Dr. Hammond has already 
sailed for Europe, to relieve Dr. Francis R. 
Fraser of the Second Unit, who is going to the 
front. 

—— — 
Massachusetts Mei ical g tu ty. 

Nominating ComMITTEE pon 1916-1917.— 
The following is the nominating committee 
elected by the eighteen District Medical So- 
cieties at their annual meetings during April 
and May, 1916. Their duty is to nominate 
officers and orator at the annual meeting of the 
Council, June 6. 

District Principal Alternate 
BaRNSTABLE E. E. Hawes ¢ W. MILLIKEN 
BERKSHIRE J. H. W. Marguam 

RIsTOL NORTH F. A. Husparp R. D. D zan 
SOUTH A. H. Manpsun R. W. Jackson 
Nonrn F. W. Sxow R. V. Bakers. 
G. M. Kime Butter Mrrzenn 
FRANKLIN G. P. 
Haur J. M. B mum H. W. Van Alten 
HaMPSHIRB O. W. Coss J. S. Hrren 
East E. C. Fisn 
MippLesex Nonrn J. J. MoCarrr J. H. Lampert 
IDDLESEX SouTH E. H. Stevens C. T. Warwer 
ORFOLK T. J. Morpny A. N. Broventon 
Sours J. C. Fraser C. S. ADAMS 
A. E. F. G. WHeaTtLey 
SUFFOLK G. W. W. Brewster A. IL. Cuvre 
Worcester Davie H J. T. 
Worcester Nortn A. P. Masow E. L. Ftiekr 


Worcester District Socmrr.— The 
Annual Meeting of the Society was held at 
Hotel Bancroft, Worcester, at 4.30 p. m., May 
10. 1916, at which the following officers were 
elected for 1916-17: 


PRESIDENT. 
Geo. O. Ward, Worcester. 


Dr. S. B. Woodward, Worcester term began 1912 
Dr. C. D. „Worcester 1 “ 1914 
COUNCILLOR ON NOMINATIONS. 

Dr. David Harrower.............s.. began 1913 

Dr. J. T. Duggan, Alternate 1 
CENSORS. 

Dr. Frank H. Washburn, Holden, 

Supervisor term began 1912 
Dr. Geo. E. Emery, Worcester....... * “ 1914 
Dr. C. B. Stevens, Worcester son * * 1915 
Dr. Wm. E. Denning, Worcester..... 7 * 1916 
Dr. D. F. O’Connor, Worcester...... as „1916 

AUDITING COMMITTEE. 
Dr. J. Arthur Barnes, Worcester....term began 1916 
Dr. Mary Barrell, Worcester........ 90 “ 1916 
Dr. Gilbert Haigh, Worcester....... * “ 1916 
LIBRARIAN. 
Dr. Geo. C. Lincoln, Worcester......term began 1915 
LIBRARY COMMITTEE. 
Dr. T. J. Foley, Worcester. term began 1912 
Dr. Benj. T. Burley, Worcester 0 * 1916 
Dr. Myrtle Smith, Worcester = “ 1916 
NOMINATING COMMITTEE. 
Dr. Geo. A. Dix, Worcester, 
term began 1915 

Dr. G. E. Adams, Worcester * „ 1915 
Dr. James R. Kirby, Clinton = „ 1916 
Dr. John T. Cahill, Worcester....... * 1916 
Dr. Alexander McNeish, Leicester. 1916 


Haursnmr Districr Socrery.— 
Through the courtesy of Dr. J. A. Houston, the 
Hampshire District Medical Society was enter- 
tained at dinner and held its annual meeting at 
Ne State Hospital on May 11, 
1916. 

The members were taken on a tour of inspec- 
tion of the hospital. 

Presidential address on insanity was read by 
Dr. O. W. Cobb. 

Dr. Houston gave some general remarks con- 
cerning the Hospital and Insanity. 

The members of the staff gave the following 


Dr. papers: 
VICE-PRESIDENT. The Relations of Alcohol to Insanity, Dr. 
Dr. Michael F. Fallon, Worcester. E. C. Green. 
SECRETARY. The Relations of Syphilis to Insanitz- Dr 
Dr. E. L. Hunt, Worcester. A. N. Ball. . 

ä TREASURER. The Relations of Pellagra to Insanity—Dr. 
Dr. Geo. O. Ward, Worcester. B. * Bober. 

7 ORATOR. A Demonstration of the Binet and Yerkes 
Dr. Wm. L. Johnson, Uxbridge. Tests, Dr. B. A. Bober. 
term began 1898 

II. Ey 0 Err 

Dr. Nonrolx District Mepicat Sociery.—At the 
Dr. David « 1916 annual meeting of the Norfolk District Medical 
—— op Danese. Society, held at the American House, Boston, 
Dr. Ray W. Greene, W . 1916 May 9, Dr. Thomas F. Greene, of Roxbury, was 
Coux elected president for the ensuing year. Follow- 
Dr. W. P. Bowers, Clinton term began 1902 ing the dinner, which was attended by 151 mem- 
Dr. F. H. Baker, Worcester „ 1914 bers, the custom of recent years of having a 
Be. Frank H. Clapp, N. Grafton..... „ „  1916| theatrical performance by members of the so- 
Dr. John ciety was carried out by giving a play entitled, 
Dr. Michael F. Fallon, Worcester. 1910 The Way of the Woman (Suffragette) and a 
Worcester 2 2 2 farce called Fun in a * 

J. O. „Webster * i managed 
Dr. David Harrower, Worcester 1905 Wr of the W —1 * 
Dr. Albert G. Hurd, Millbury « 1910 Jamaies Plain. The Way e Woman was 
Dr. W. I. Johnson, Uxbridge....... “ 1914 a Clever travesty on the methods of management 
Dr. Frank H. Washburn, H .. „1916 of a woman’s hospital and the leading roles were 


~ 

| 

| 
| 
| 
\ 
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taken by five women members of the society, who 
displayed considerable histrionie ability. The 
farce showed that the society has some vaude- 
ville artists of a high order of merit. 


Hisrellany. 


REPORTS ON PHYSICAL EXAMINATIONS 
OF PUPILS OF BOSTON PUBLIC 
SCHOOLS FROM DECEMBER 1, 1915, to 
APRIL 1, 1916. 


By H. Devine, M.D., 
Director of Medical Inapection. 


Total number of pupils examined ...... 49,777 
Total number of pupils without defects .14,985 
Total number of pupils with defects ... .34, 


3.462 
Hypertrophied tonsils. 9.812 
teeth, 19.088 

11.148 
Defective pal ate 215 
Cervical gland . 9,109 
Pulmonary disease, 

24 

Non- tubereulouu;u s 456 
Cardiac disease, 

725 

888 
Nervous disease, 

38 

ͤ 123 
18 
Orthopedie defeets. 

49 

Non-tubereulous ........ 2222 877 
˙⅛ ͤũ,ũ! 1.938 
Mental defleien 243 
Total number of defects .............. 58,131 


Medical inspection under the supervision of 
the School Board was not organized until No- 
vember 22, 1915. The first ten weeks of school, 
an important time for medical inspection, were 
thus lost. Consequently, statistics will not be 
completed until the end of the school year, when 
they will then be available for comparison wi 
statistics of previous years. 

The present is opportune to give results of the 
examinations to the profession, more especially 
to the family physician, to whom most of these 
cases have been referred. 

There is no marked variance with results of 
1913-1914 (1914-1915 not available) with the 


exception of pulmonary tuberculosis. In 49, 
777 pupils examined from December 1, 1915, to 
April 1, 1916, 24 cases of pulmonary tubercu- 
losis were found. For a corresponding number 
in 1913-1914, 58 cases, or more than twice as 
many, were discovered. 

Credit for this encouraging condition is due 
to medical inspection of schools with its years 
of advocacy of open-air classes, ete., and to 
other agencies, such as the Association for the 
Relief and Control of Tuberculosis and the 
Health Department. The present administra- 
tion, in existence but a short time, is not claim- 
ing any credit for this situation. 

The large number of cardiac cases is appall- 
ing. Naturally, the number would remain about 
the same, or increase from year to year, as chil- 
dren are not excluded from school for this dis- 
ease. The prevention of heart disease offers a 
great field in prophylactic medicine. It has 
been stated that, in many cases, parents receive 


792 their first intimation of the existence of heart 


trouble in their children from the school physi- 


555 eian. No doubt, in the future, the physician 


will be urged to examine the heart more care- 
fully during convalescence, to detect impair- 
ment. Whether prophylaxis will give the same 
results in this as in other diseases, remains to 
be seen. 

Defective teeth is a serious problem. In 49, 
777 children 16,953 had defective primary and 
11,148 defective secondary teeth. These figures 
remain practically the same as in previous 


years. 

The pupils of the Rice and Christopher Gib- 
son Districts were examined by dentists, with 
the result that in the former 7% and in the 
latter 10%, were found with normal teeth. The 
school physicians found between 35% and 40% 
normal. 

This discrepancy is not as great as would ap- 


pear, for the reason that expert dentists would 


discover minute defects not recognized as such 
by the school physicians. Experts claim that 
dental prophylaxis applied in the kindergarten 
and first grades would practically eradicate de- 
fective teeth. 

School physieians, nurses and teachers will 
urge parents to properly care for teeth at this 
stage. 

Future statistics may show the wisdom of this 
course. 

The Forsyth Dental will be of in- 
calculable assistance in the furtherance of this 
work. 

Physicians and nurses will follow up cases as 
soon as physical examinations are completed, in 


th| order to ascertain if the parents or 


have taken action to correct defects. 4 

Statistics are uninteresting to the majority. 
Occasionally they are startling and sensational. 
They accomplish much, at times, by attracting 
the attention of the community to unwholesome 
conditions. They are valuable inasmuch as they 
are the gauge that registers corrections. 


Be . 


— 
Dis 
A 
Defective Nasal Breathing, } 
| 
| 
guarc ans 
a 


